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ABSTRACT 
 
Although it is considered an everyday occurrence, childbirth is nonetheless an 
important and dramatic experience in the life of every woman.  Childbirth, a normal 
physiological state in the life of a woman, can be an awe-inspiring and exciting 
experience, but sometimes disconcerting experiences may also occur.  Women 
sometimes see labour as the end to a long drawn out process following pregnancy 
and therefore attribute great significance to all occurrences during labour.  When 
complications occur in a usually uncomplicated process of labour, the health care 
provider must be able to make quick and effective management decisions and 
implement appropriate interventions.  This may include the referral of women in 
labour to a level of care where complications can be dealt with more effectively, 
thereby ensuring the best maternal and neonatal outcomes.  Patient referral is 
regarded as a fundamental component of the health care system therefore a well 
functioning system should ensure that patients are treated in the appropriate manner 
at the appropriate place at the lowest possible cost to the health system. 
 
The goal of this research study was to explore and describe the inter-level health 
service referral of women in labour by midwives, in order to design guidelines for 
midwives and other relevant health care providers involved in inter-level health 
service referral of women in labour in the South African public health care sector. 
 
The research design used for this study is a combination of qualitative and 
quantitative approaches.  The paradigmatic perspective of this study was based on 
the World Health Organization’s Health for All Model.  Appropriate data collection and 
analysis strategies were used for the different stages of the study.  Data collection 
commenced only after permission to conduct the research had been obtained from 
relevant authorities and University of Port Elizabeth and the Nelson Mandela 
Metropolitan University structures.  Informed consent was obtained from participants 
included in the study. 
 
In stage 1 of this research project, a profile of midwives at lower level maternity care 
centres was compiled and the perceptions and experiences of midwives working at 
lower level maternity services, who are responsible for inter-level health referrals of 
women in labour, were described.  Stage 2 described, by means of analysis of 
maternity case records, aspects of the inter-level referral of women in labour 
including the profiles of women admitted to midwife obstetric units (MOUs) who are 
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referred to higher levels of care.  Of significance in this study is the appropriateness 
of midwifery referrals and the maternity care implemented by health care providers 
during inter-level health service referral of women in labour.  In stage 3 clinical 
guidelines for midwives and other relevant maternity care providers, to assist them in 
the inter-level health service referral of women in labour, were developed. 
 
Findings from stage 1 of this research study revealed that midwives were generally 
well qualified and sufficiently experienced in the management of women in labour 
who need referral.  Disconcerting findings relating to human and material resource 
shortages were discovered; these included major problems with patient 
transportation and difficulties with communication relating to inter-level health service 
referral of women.  These shortages adversely affected midwives’ ability to efficiently 
care for women during the inter-level health service referral of women in labour in the 
research area.  Stage 2 of the study yielded results of questionable standards of care 
to women and infants included in the study.  A further disturbing finding from the 
study is the poor state of record keeping. 
 
The development of the provisional guidelines in stage 3 of the study was informed 
by the four main themes identified from the research findings.  Before embarking on 
guideline development, the researcher familiarized herself with theory related to the 
clinical guidelines.  These included clarifying the concept ‘clinical guidelines’, 
justifying the need for developing clinical guidelines as well as giving consideration to 
concerns about clinical guidelines.  The research findings as well as literature related 
to these findings informed the researcher on the development of the guidelines.  
Provisional guidelines were therefore developed on responsibilities of role players in 
inter-level health service referral of women in labour at first level of referral, namely 
the midwife obstetric units, transport personnel and maternity care providers at the 
referral hospital. 
 
Steps were taken throughout the study to adhere to ethical standards of research.  
The researcher will ensure that the research report is available to all health 
authorities involved, the participants included in the study and the health care 
providers who may benefit from the research findings. 
 
KEY WORDS: midwife maternity care  user of maternity care 
 referral  inter-level health referral labour 
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CHAPTER 1 
 
OVERVIEW AND BACKGROUND 
 
1.1 INTRODUCTION 
 
Although pregnancy is generally considered a time of joy and happiness, it can also 
be a time of worry and concern based on the prevailing circumstances.  The premise 
is also based on the fact that at least 15% of all pregnant women in virtually any 
population will develop a life-threatening complication.  This implies that those 
women who are at a lower level of health care will have to be referred to a higher 
level of health care (McGinn, 1997:S247).  The South African Department of Health 
(hereafter referred to as the Department of Health (2002a:17) have indicated that 5% 
to 10% of pregnant women will require the services of a specialist obstetrician.  The 
study by Pitroff (1997:29) however reports that only 5% to 10% of patients, who 
require access to emergency care, including those patients who manifest with 
antepartum haemorrhage, actually receive this much-needed specialised care.  
Efficient referral is especially important in pregnancy and childbirth in order to 
provide immediate access to emergency care as well as a backup system for 
antenatal and delivery care in first-line facilities (Jahn and De Brouwere, 2001:230). 
 
Statistics obtained from the referral hospital in the research area revealed that about 
5000 babies are delivered annually.  A further review of the delivery statistics for 
2003 at a Midwife Obstetric Unit (MOU) in the research area, revealed an alarmingly 
high (41%) intrapartum referral rate.  The assumption is therefore made that the 
percentage of intrapartum referral rate from other MOUs in the research area is 
similar.  However, anecdotal evidence obtained suggests that some of these may 
have been inappropriate referrals.  The underlying rationale for the assumption is 
based on the apparent lack of confidence in midwifery skills and competencies at the 
MOUs and the challenges experienced in respect of patient transport.  More detail 
regarding the concerns related to inappropriate intrapartum referral will be 
addressed in the section that presents and delineates the problem statement of this 
research project. 
 
The establishment of a new South Africa in 1994 set the precedence and an era of 
Reconstruction and Development, one important cornerstone was the focus on 
equitable and accessible health care for all South Africans.  The establishment of a 
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National Health System led the way for a comprehensive health care model that 
emphasized a primary health care approach (African National Congress, 1994:4).  
This approach envisaged promoting accessibility, affordability, and equity in the 
delivery of all public health services.  The South African public PHC approach is 
based on the Alma Ata declaration of 1978 (World Health Organization [WHO], 
1978:1).  The South African government accepted the following definition of PHC, as 
stated in the Alma Ata declaration (African National Congress, 1994:4). 
 
Primary Health Care is essential health care based on practical, scientifically 
sound, and socially acceptable methods and technology made universally 
accessible to individuals and families in the community through their full 
participation and at a cost that the community can afford to maintain at every 
stage of their development in the spirit of self-reliance and self-determination.  
Primary Health Care is an integral part of the country’s health system, of which it 
is the central function and focus, and of the overall social and economic 
development of the community.  It is the first level of contact of individuals, the 
family, and community with the national health system, bringing health care as 
close as possible to where people live, and work, and constitutes the first 
element of a continuing health process. 
 
In applying this definition to the context of this study, it becomes clear that Primary 
Health Care services: 
• are the first levels of contact for the woman during pregnancy and confinement; 
• must be geographically, functionally, financially and culturally accessible to all 
members of the population; 
• must be affordable for the government as well as the community; 
• must be acceptable to maternity care providers as well as the community; 
• imply full participation of all parturient women, their families and members of 
the community in their own health care; and 
• imply acceptance of responsibility for maternity care provision by individuals as 
well as the government. 
 
Many of the political changes that took place in the country since 1994 have also 
had a direct impact on maternity services.  One of the primary purposes of the 
National Health System is to redress the gross inequalities that existed in health care 
provision.  One of the key focus areas of redress is directed at improving 
reproductive health care services that relate to maternal, child and women’s health 
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care provision (African National Congress, 1994:44).  The underlying rationale for 
highlighting maternal, child and women’s health as a focus area in this respect is 
related to factors, which have been adversely contributing to the vulnerability of 
women.  These include factors such as poverty, economic dependence, and lack of 
influence in decision-making.  The Department of Health (2001a:421) reports that 
women’s continued vulnerability in society is reflected in their health status and often 
compromised by their ability to access the relevant health care services.  South 
Africa is a developing country with an unacceptably high maternal mortality rate 
(MMR), namely 150/100 000 live births (Department of Health, 2002a:1).  This MMR 
compares very poorly with the average maternal mortality rate of 27/100 000 found 
in developed countries (WHO, 1999:11).  The alarming MMR in South Africa further 
emphasizes the urgent need to improve women’s health.  The WHO (1999:6) 
regards the death of a woman during pregnancy and confinement not merely as a 
health issue, but as an issue of social injustice.  Some of the initiatives to address 
the situation by the national department of health have been implemented with 
greater or lesser success and include the following: 
• the establishment in 1994 of the Maternal Child and Women’s Health 
Directorate for the purpose of improved health care service provision.  One of 
the tasks of the directorate is to facilitate planning and the reorganization of 
services in order to address women’s health needs (Department of Health, 
2001a:413); 
• the introduction of the national contraceptive policy guidelines (Department of 
Health, 2001a:Foreword).  The aim being to set national standards for quality 
improvement in reproductive health services; 
• the setting of guidelines for maternity care in South Africa (hereafter called the 
Guidelines) primarily with aim of providing protocols for the management of 
conditions that commonly result in maternal death for distribution and 
implementation throughout South Africa by 2002 (Department of Health, 
1998a:1); 
• making maternal deaths notifiable in 1997 (Department of Health, 1998a:1); 
and 
• the formation in 1997 of the National Committee for Confidential Enquiry into 
Maternal Deaths (Department of Health, 1998a:1). 
 
Maternity services in South Africa have to date thus received some attention and 
have been reorganized in an attempt to provide more equitable and accessible 
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services.  The aforementioned initiatives by the South African government and in 
particular those set in motion by the national health department serve as an 
illustration of the seriousness with which the South African government views the 
responsibility of improving the health status of women in the country.  Models of 
maternity care provision in South Africa are briefly discussed below. 
 
1.1.1 MODELS OF MATERNITY CARE PROVISION 
 
Worldwide, maternity care is provided at different health care service levels, for 
example primary, secondary and tertiary levels (or levels 1, 2 and 3), with the most 
basic type of care being provided at primary care facilities (WHO, 1991:4; Kwast, 
1995:S68).  In order to provide improved coverage and quality in health care 
services, developing countries make use of on a district health system (WHO, 
1991:4).  The district, or an equivalent thereof, is the most peripheral unit of 
government that is self-contained and it includes all the elements of national 
administration (WHO, 1991:4).  The district health system comprises different health 
units including one or more district hospitals, a district health office, a district health 
centre with sub-centres, and the community with its own types of health units and 
workers (WHO, 1991:4).  According to the WHO (1991:7) and Kwast (1995:S68), it is 
not necessarily prosperity in a country that counts when it comes to improved 
coverage and quality of care, but the availability of resources and the distribution of 
health care services.  The notion exists that the first referral level holds a key place 
in the organisation of maternity care (WHO, 1991:7).  This directly implies that this 
level of health care should be well equipped and appropriately staffed to deal with 
the prevailing maternal and child health needs.  However, even though this well-
equipped first level of care is the ideal situation, women often have difficulty in 
accessing it (WHO, 1991:7).  Consequently, it would be disastrous if women who do 
manage to access the first referral level find that the specialized health care required 
was not available. 
 
People living in urban areas, generally have certain advantages over those living in 
rural areas in that clinics and hospitals are more readily available to the former 
group.  Nevertheless, it does appear that health care services are not always 
accessible, even to the urban dwellers (WHO, 1991:1).  The Making Pregnancy 
Safer project, which superseded the Safe Motherhood Initiative, supports the 
principle of different levels of care for maternity services (Common Wealth Steering 
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Committee for Nursing and Midwifery, 2003:18).  In illustrating the levels of care, 
Campbell (2001:415) and the Common Wealth Steering Committee for Nursing and 
Midwifery (2003:18) describe the Safe Motherhood Initiative‘s and the required 
features of service delivery (Box 1.1). 
 
Box 1.1: Safe Motherhood Initiative Model of Maternity Care Service Delivery 
(Campbell, 2001:415; Common Wealth Steering Committee, 2003:18) 
MODEL FEATURES OF SERVICE DELIVERY 
 
 
Model 1: Non-professional 
delivery at home 
Non-professional recognizes and refers complicated cases. 
Lay workers supported by health care system. 
Referral systems in place to transport women with complications. 
Access to Essential Obstetric Care organized by family or non-
professional. 
Functional Essential Obstetric Care. 
 
 
Model 2: Professional 
delivery at home 
Professional recognizes complications; provides basic Essential 
Obstetric Care. 
Access to Essential Obstetric Care organized by family or provider. 
Functional Essential Obstetric Care is available. 
Success depends on adequate deployment of professionals, free 
health services, strong referral systems, and respect for customs 
and traditions. 
 
 
Model 3: Professional 
delivery in limited Essential 
Obstetric Care facility 
(health centre) 
Professional recognizes complications, provides basic Essential 
Obstetric Care. 
Facility organizes access to Essential Obstetric Care. 
Functional Essential Obstetric Care is available. 
Success depends on availability of free or affordable transport 
system for all, community awareness, and availability of high quality 
service. 
 
 
Model 4: Professional 
delivery in full Essential 
Obstetric Care facility 
(hospital) 
Professional recognizes complications. 
Professional provides basic and comprehensive Essential Obstetric 
Care. 
Attendant is a midwife, doctor, or obstetrician. 
Success depends on availability of fully educated personnel, quality 
assurance methods ensuring necessary personnel skills, functioning 
equipment, and available supplies. 
A disadvantage of this model is possible over-medicalisation 
resulting in excessive interventions. 
 
What is illustrated in the above Safe Motherhood Initiative model of maternity care 
provision can be likened to the different levels of maternity care delivery in South 
Africa (Common Wealth Steering Committee for Nursing and Midwifery, 2003:18).  
Consistent with the global trend, the national Department of Health organizes 
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maternity care services at different levels of care in districts and regions to ensure 
efficient functioning of the health service.  Consequently, some of the features 
presented in Box 1.1 are evident in the organized maternity services in South Africa. 
 
This study will focus on maternity care services in the public sector, due to the large 
percentage (80%) of the maternity population in South Africa that is served by the 
public sector (Nelson Mandela Metropolitan Municipality, 2002:1).  A brief overview 
of the different levels of health care, as they pertain to the provision of health care 
services for the parturient women in the public health care sector of the country, will 
now be presented. 
 
1.1.2 LEVELS OF MATERNITY CARE IN SOUTH AFRICA 
 
Maternity care is delivered at five different levels in South Africa, namely at clinic, 
community health centre of which the Midwife Obstetric Unit (MOU) is an example 
and at level 1, 2 and 3 hospitals.  Health care services provided at clinic and 
community health centres can be classified as lower level health care services.  
Those health care services delivered at level 1 to 3 hospitals can be classified as 
higher level health care services, with health care services being provided 
progressively becoming more advanced as the level of the hospital increases.  The 
details regarding the types of maternity care services available at each of the 
different service levels are discussed below. 
 
1.1.2.1 Clinic 
 
A clinic is a health care unit that functions on weekdays during normal working 
hours, namely from 08:00 to 16:00.  Clinics generally only provide antenatal and 
postnatal care to women with uncomplicated pregnancies and postnatal periods 
(Department of Health, 2002a:12).  Clinics are equipped to deal with emergencies, 
such as emergency childbirth, but women who present with complications are 
referred to a geographically defined referral hospital.  On-site blood samples may be 
obtained at a clinic (Department of Health, 2002a:12). 
 
1.1.2.2 Community Health Care Centre 
 
A community health care centre (CHCC) is a 24-hour maternity unit run by midwives 
under the direct or indirect supervision of an obstetrician.  Where such a unit 
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provides only a maternity health care service, it is known as a Midwife Obstetric Unit 
(MOU).  The MOU concept came into operation in South Africa in the 1970s (Nolte 
1998:9).  Midwife Obstetric Units function as decentralized delivery units for the 
health care of women who are considered at low obstetric risk and who are resident 
in the townships/peri-urban areas (Nolte, 1998:9).  An MOU may be a freestanding 
health care unit or it may be attached to a comprehensive community health care 
centre. 
 
The concept MOU is a frequently debated concept amongst health care 
professionals and in many instances perceived as a controversial one.  The 
controversy surrounding the concept is ascribed to the fact that health care services 
provided to parturient women by midwives are professional midwifery services and 
are not obstetric services usually provided by professional medical health care 
personnel.  The concept ‘midwife-led unit’ would however be a more appropriate 
one, as is the case in the United Kingdom, for example, where Thomson (2002:1) 
refers to ‘consultant-led’, “doctor-led” and “midwife-led” facilities, thereby indicating 
that there are maternity health care units that are run by midwives only.  Zandoroyj 
(2001:177), in a study on women’s support for midwife-led maternity care, also 
indicates the existence of this type of maternal health care service in Australia.  It 
appears, therefore, as if the concept MOU needs to be revisited and clarified within 
the South African context, especially as the qualified South African midwife is  
certified competent and therefore capable of providing comprehensive health care 
services for parturient women who are at low-risk for obstetric complications (South 
African Nursing Council [SANC], 1990a:1). 
 
The Department of Health (2002a:13) states that midwives at the MOUs should 
perform ante and postnatal care for parturient women who are at low risk for 
developing obstetric complications.  These functions include: 
• blood testing; 
• treatment of common problems of pregnancy; 
• 24-hour labour and delivery service; 
• vacuum extraction; 
• postnatal check-ups, including contraception (Department of Health 2002a:13); 
and 
• certain emergencies (Department of Health, 2002a:13). 
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Women who experience peripartum problems, that is either during pregnancy, labour 
or postpartum, are referred to a higher level of health care service provision, this 
being either at level 1, 2 or 3 hospital, depending on an existing and established 
referral route. 
 
The South African MOU is an example of a lower level maternity health care facility 
that is staffed by midwives and who assume the primary responsibility for the 
woman’s confinement (Nolte, 1998:9).  In the context of this study, the concept 
confinement will include the woman’s ante-, peri-, and postnatal periods (SANC, 
1990a:1).  MOUs are essentially urban established programmes and are within 
relatively easy reach of a referral hospital.  Each MOU will be serviced by a specific 
base/referral hospital to which midwives can refer women who are experiencing 
problems during their confinement (Nolte, 1998:9). 
 
Across South Africa, differently functioning models of MOUs can be found.  Table 
1.2 indicates three criteria, that are commonly used, namely location of the MOU, 
availability of a doctor and the referring health care provider, to illustrate how four 
MOUs elsewhere in South Africa function (Mabale, Pattinson, van der Westhuizen, 
2005:3). 
 
Box 1.2: Models of MOUs in South Africa 
CRITERIA MOU 1 MOU 2 MOU 3 MOU 4 
Location of MOU Stand-alone Stand-alone Stand-alone Within a large 
labour ward 
Availability of a 
doctor 
No doctor Doctor in 
casualty 
Doctor in casualty Doctor in labour 
ward 
Referring health 
care provider 
Midwife Midwife Doctor Midwife 
Extract from Mabale, Pattinson and van der Westhuizen (2005:3) 
 
The MOUs in the research area (see 1.1.3) function quite differently from the MOUs 
depicted in Box 1.2.  Although MOUs 2 and 3 are located on the same premises as 
general hospitals, the MOUs function as independent units in terms of the availability 
of doctors as well as the respective health care provider responsible for the referral 
of women in labour. 
 
Midwives (see Box 1.3) currently run the MOUs in the Nelson Mandela Metropolitan 
Municipality.  In medical obstetric emergencies, medical practitioners can be 
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contacted by telephone.  When the midwife identifies women at high risk of obstetric 
complications during their antenatal period, they are referred to the relevant referral 
hospital.  Patients that are referred to the referral hospital are advised that they may 
continue with their antenatal health care provision at the referral hospital or continue 
with their antenatal care at the MOU after their immediate problem has successfully 
been addressed.  Depending on the nature of the problem identified by the midwife 
the patient will be advised as to the most appropriate place for her to delivery her 
baby, this may be at the MOU or the referral hospital depending on the prevailing 
circumstances. 
 
Box 1.3: Characteristics of MOUs in the research area 
CRITERIA MOU 1 MOU 2 MOU 3 MOU 4 
Location of MOU Stand-alone On premises of 
general hospital 
On premises of 
general hospital 
Stand-alone 
Availability of a 
doctor 
No doctor No doctor No doctor No doctor 
Referring health 
care provider 
Midwife Midwife Midwife Midwife 
 
1.1.2.3 Level 1 hospital 
 
A level 1 hospital may also be called a district hospital as it would usually be the 
base hospital for a health district (Department of Health, 2002a:13).  A level 1 
hospital provides supervision and acts as a referral centre for clinics and 
CHCC/MOUs (Department of Health, 2002a:13).  The latter definition applies best to 
the rural setting, as in urban areas level 1 hospital functions may well be integrated 
with the level 2 hospitals (Department of Health, 2002a:12).  In addition to those 
listed for clinics and CHCC/MOUs, the following functions are performed at a level 1 
hospital: 
• antenatal care for women at high risk for obstetric complications and 
pregnancy problems, including hospitalization; 
• 24-hour service for women at intermediate and high risk of obstetric 
complications; 
• caesarean sections and manual removal of the placenta; 
• regional and general anaesthesia; 
• blood transfusion; 
• essential special investigations; 
• postpartum care including complications from postoperative care; 
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• postpartum sterilizations; 
• referral of complicated problems to level 2 or 3 hospitals; and 
• genetic screening and counselling (Department of Health, 2002a:12). 
 
1.1.2.4 Level 2 hospital 
 
A level 2 hospital may be called a regional hospital, as it is the base hospital for the 
region, which will include a number of health districts (Department of Health, 
2002a:3).  Parturient women and/or infants who have complications will require more 
sophisticated health care services and will therefore be cared for at level 2 hospitals.  
This type of health care can be classified as secondary care and is provided by a 
team of midwives, of whom some will have had additional skills and competencies 
obtained by further education, and medical practitioners of whom some may be 
specialist obstetricians (Nolte, 1998:9). 
 
Level 2 hospitals usually serve as base hospitals for clinics and CHCCs and/or 
MOUs in the vicinity (Department of Health, 2002a:15).  Services provided at level 2 
hospitals include: 
• level 1 hospital functions; 
• managing severely ill pregnant women; 
• specialists supervising the care of pregnant women; 
• prenatal diagnostic testing on amniocentesis for genetic testing; 
• multidisciplinary care; 
• referral centre for level 1 hospital cases; and 
• supervision and support for colleagues at level 1 hospitals in the region 
(Department of Health, 2002a:15). 
 
1.1.2.5 Level 3 hospital 
 
A level 3 hospital may also be called a central or tertiary hospital.  Staff who have 
undergone specialised training and who have been trained in the use of 
sophisticated and usually expensive equipment provide health care at a level 3 
hospital.  Mothers and infants with serious complications will require tertiary care 
(Nolte, 1998:9).  Functions of a level 3 hospital include: 
• all level 1- and level 2 hospital functions; 
• specialist combined clinics such as diabetic pregnancy clinics; 
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• advanced prenatal diagnostic testing including chorionic villus sampling and 
cordocentesis; 
• the management of very ill or difficult obstetric patients; 
• supervision and support of staff at level 1 and 2 hospitals; and 
• designing policies and protocols for management of maternity services in the 
regions served. 
 
There is no doubt that the provision of high quality care for the parturient woman is 
highly dependent on teamwork.  Each health care practitioner must function and 
deliver health care services within their individual scope of practise.  Legislative 
parameters thus delineate professional skills and competencies in health care 
provision and in order to ensure that women are provided with advanced and more 
specialised health care services when required, recognition of limitations in terms of 
the management of the patient as well as the timeous referral of the patient is 
critical. 
 
The National Health Plan makes provision for health care services for all health care 
users, in this instance the user of maternity care, at an appropriate level of care 
(Department of Health, 2002a:12).  Based on the underlying philosophy that 
childbirth is a normal and natural process, it is accepted that the majority of 
parturient women will be at low risk for obstetric complications.  This assumption 
thus suggests that a large percentage of parturient women will only require a lower 
level of health care service.  Lower level of health care encompasses care that 
satisfactorily meets all the health care needs for parturient women who are at low 
risk for obstetric complications.  Most parturient women will qualify for the provision 
of maternity care services provided by midwives alone, who will therefore assume 
the primary responsibility for the woman’s antenatal, intrapartum, and postnatal care 
(Department of Health, 2002a:12).  Midwives can however also provide health care 
services to parturient women at low risk for obstetric complications at home, clinics, 
CHCCs and/or MOUs and at level 1 hospitals (Department of Health, 2002a:12).  
Medical practitioners and midwives who have other more specialised skills and 
competencies obtained through formal continuing education may provide more 
advanced health care services at level 2 hospitals.  Kwast (1992:S12) as well as 
Nolte (1998:9) are in agreement that it is more expensive for women to receive 
health care services at higher levels of health care and that they are often at higher 
risk of needing more specialized health care intervention(s). 
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1.1.3 THE RESEARCH AREA: NELSON MANDELA METROPOLITAN 
MUNICIPALITY 
 
The Nelson Mandela Metropolitan Municipality is one of seven sub-divisions for 
health care provision in the Eastern Cape Province.  The other six sub-divisions are 
called Municipal Health Districts.  At the time when this study commenced, a number 
of clinics, two functional MOUs and four hospitals with maternity departments 
provided maternity care in the public health care system in the Nelson Mandela 
Metropolitan Municipality.  The hospitals all performed a combination of level 1 and 2 
functions with one of them also providing some level 3 functions.  The latter hospital 
acted as referral hospital for all clinics, MOUs, the other three hospitals in the Nelson 
Mandela Metropolitan Municipality as well as all maternity health care facilities in the 
Eastern Cape region, as far a field as Graaff Reinet (Refer to Flow Diagram 
Annexure A).  Due to rationalization of maternity services in the Nelson Mandela 
Metropolitan Municipality during the latter half of 2003, there are currently four 
functional MOUs and one referral hospital providing health care services to all 
parturient women.  The majority of women who are referred to the designated 
referral hospital are from maternity units within the geographic boundaries of the 
Nelson Mandela Metropolitan Municipality.  Sessional medical practitioners who 
routinely provide maternity services for those women whose labour becomes 
complicated provide health care services beyond these geographical boundaries. 
 
The research area demarcated in this study includes the four MOUs as well as the 
designated referral hospital, all of which are located within the geographical 
boundaries of the Nelson Mandela Metropolitan Municipality. 
 
1.2 PROBLEM STATEMENT 
 
The researcher’s point of departure is the belief that childbearing is regarded as a 
normal physiological state in a woman’s life.  Support for this notion is reflected in 
the viewpoint of the Safe Motherhood Initiative (in Berer and Ravindran, 1996:xiii), 
which states that pregnancy is not a disease and that women should be allowed to 
be more actively involved in their own health care.  The woman’s ability to make 
decisions about herself, her baby, and her family needs to be respected (Safe 
Motherhood Initiative in Berer and Ravindran, 1996:xiii).  Women accumulate a vast 
knowledge base about pregnancy and childbirth and what they need when in labour 
is continued support and encouragement (Mander, 2001:vii).  The Safe Motherhood 
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Initiative (in Berer and Ravindran, 1996:xiii) contends that women are denied the 
right to the highest attainable level of health if health care providers fail to prevent 
pregnancy-related mortality and morbidity with the most simple and cost-effective 
means available. 
 
Women often see the birth process as the ‘end to the long drawn out event of 
pregnancy’ and, therefore, attribute great significance to all occurrences during this 
process (Mander, 2001:vii).  The aim of assisting and supporting a woman in 
childbirth is to facilitate the maximum holistic well-being of the woman and her fetus 
and/or baby (Mander, 2001:vii).  A study by Low, Simpson, Tonni and Chamberlain 
(1995:801) reports a significant proportion of intrapartum fetal asphyxia in women 
with low risk pregnancies, thereby signifying the need for maternity carers to be 
vigilant at all times.  In the event of problems arising in this normally uncomplicated 
childbirth process, the health care provider must be able to make quick clinical 
decisions and effective management adaptations (McGinn, 1997:S247; Jahn and De 
Brouwere, 2001:230).  This management includes the efficient and appropriate 
referral of women with complications to an appropriate level of care where they can 
access the relevant and if necessary specialised health care thus ensuring the best 
possible outcome of their birthing process.  Supporting the researcher’s point of 
departure, is the viewpoint of Thomas (in
Referral is seen as a fundamental component in any health care system (Safe 
Motherhood Initiative 
 Wickham, 2003:3), who states that the 
midwife’s ability to identify potential or actual complications of childbirth, implement 
relevant measures and appropriately refer the childbearing woman, are some of the 
fundamental roles of the midwife. 
 
in Berer and Ravindran, 1996:xiii).  Murray and Pearson 
(2006:2205) argue in support of the notion that a functional referral system is an 
essential element of successful Safe Motherhood programmes.  Referral of health 
care users represents a series of actions implemented to meet the diverse needs of 
the maternity health care user (McGuire, Gerber, Clemen-Stone, 1996:218).  A well-
functioning referral system will ensure that patients are dealt with at the ‘right’ place, 
where effective treatment is provided at the lowest possible cost (Stefanini, 1999:14; 
Safe Motherhood Initiative in Berer and Ravindran, 1996:xiii).  A further advantage of 
a good referral system is the more equitable access to higher levels of care.  
Referral is especially important in pregnancy and childbirth, to provide efficient 
access to emergency care when required as well as serving as a backup system for 
antenatal and delivery care in first-line facilities (Jahn and De Brouwere, 2001:230).  
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Health care users who require more specialized health care must be referred to an 
appropriate facility in order to access such care.  In order to facilitate the 
achievement of an efficient and effective referral system, clear and specific 
guidelines should be used with due consideration of the fact that appropriate service 
is delivered at each level of care (Jahn and De Brouwere, 2001:230). 
 
In view of the fact that about 85% of all pregnancies are expected to have an 
uncomplicated outcome, the concomitant use of lower level maternity health care 
services is expected (McGinn, 1997:S247; Department of Health, 2002a:17).  A 
review of statistics obtained at one of the MOUs in the Nelson Mandela Metropolitan 
Municipality, reveals a definite disproportion between the statistics for the period 01 
January 2001 – 31 December 2001 for one MOU in the Nelson Mandela 
Metropolitan Municipality.  The statistics indicated the following: 
• total number of women visiting the antenatal clinic for the first time = 1483; 
• total number of deliveries = 588; and 
• total number of intrapartum transfers = 242. 
 
In the interpretation of these statistics, cognizance must be taken of the fact that 
some of the women who were ‘booked’ in this period will have been expected to 
deliver in 2002.  Interpretation thus of these statistics suggests that there may be an 
inappropriate use of the specific health care service.  Anecdotal evidence suggests 
that most women, who were referred during the intrapartum period, were booked to 
deliver at the MOUs.  A few of the referrals may have been unbooked; this implies 
that the women may not have attended the antenatal clinic at all.  The number of 
deliveries expressed as a percentage of the number of first antenatal visits was 
39.6%.  The number of deliveries expressed as a percentage of the number of follow-
up antenatal visits, was 22.38%.  A Lusaka study reported intrapartum referral rates 
ranging between 8% and 19% at 10 clinics with a mean of 11% (Murray, Davies, 
Phiri and Ahmed, 2001:357).  In a Scottish study, 10% of multiparous women and 
27% of nulliparous were reportedly referred during the intrapartum period (Mahmood, 
2003:123).  The contexts of the studies by Murray, et al and Mahmood, are different 
from the context of this research study, yet it is clear that the intrapartum referral 
rates of the Lusaka as well as the Scotland study are significantly lower than the 
referral rates of the preliminary statistical analysis of the Nelson Mandela 
Metropolitan Municipality MOU used for this purpose. 
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Murray and Pearson (2006:2205) support the notion that women with uncomplicated 
pregnancies should deliver at the lower level maternity health care facilities.  These 
authors (2006:2206) express caution against intrapartum referral in the absence of 
justified reasons for referral.  In this regard, Murray and Pearson (2006:2206) state 
that concentrating almost all births into the referral hospital is no guarantee for lower 
maternal mortality ratios.  Supportive evidence for the Murray and Pearson stance is 
reported in a study in the Dominican Republic where maternal mortality figures of 
over 100 per 100 000 live births occurred in high levels of hospital deliveries (Miller, 
Tekur and Murgueytio, 2002: 69). 
 
The researcher is of the opinion that there should be a closer relationship between 
the number of antenatal visits (whether first or follow-up visits) and the number of 
deliveries at any given maternity centre.  There may be different explanations as to 
why women may attend an antenatal clinic at one health care facility and then tend 
to deliver at another facility.  The WHO (1991:9-10) has found that women might not 
utilize the initial health care service where their antenatal booking was done for 
many varied reasons.  Some of the most frequently stated reasons for poor 
utilization of the health care facility include: 
• poverty, where women are unable to get to the health care centre on time; 
• women’s need to feel supported by family and friends at the time of birth; and 
• the need to feel “dignified”, for example assuming any delivery position in 
which she feels comfortable, which they fear may not be allowed at the health 
facility (WHO, 1991:9-10). 
 
Schneider and Gilson (1999:94) present another reason for what appears to be 
inappropriate use of health care services, namely the fact that many lower level 
health care facilities may lack basic equipment.  Anecdotal evidence, at the outset of 
this study, implied that insufficient resources in the research area might have been 
associated with poor utilization and low confidence in the health service provision at 
the lower level health care facilities.  The premise therefore exists that the low level 
of confidence in the health service provision at the lower level health care facilities 
might be linked to the migration of women in labour to the higher level of care. 
 
The total number of transfers from the aforementioned MOU to the referral hospital 
expressed as a percentage of the total number of deliveries was 41%.  The numbers 
of deliveries at the MOU versus intrapartum transfers to hospital are 
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disproportionate, according to the view of McGinn (1997:S247).  Van Coeverden de 
Groot, van Coeverden de Groot, Smith and Isaacs (1994:72) (Western Cape 
Province), found that only 356 (5%) of a total number of 7000 deliveries (over a 6-
month period from January to June 1992) at MOUs were referred to a higher level of 
care.  Of the 5% of women referred in the Cape Town study, 82% of referrals were 
during the 1st stage of labour and 18% were due to delay in the 2nd
The Equity Project Report (1999:35), as illustrated in the findings of a survey done in 
the Eastern Cape Province in 1997, emphasizes the fact that there is generally poor 
communication with regard to patient referrals between health care providers at 
different levels of health care.  In the latter survey, it was found that only 40% of 
outpatients and 34% of inpatients seen in hospitals had referral letters on arrival at 
the hospitals (Equity Project Report, 1999:7).  Even in the event of a health care 
user’s care continuing at the referral centre, as would be the case of a woman in 
 stage of labour. 
 
A women giving birth to her baby at an unfamiliar health care facility may result in 
unnecessary anxiety and this could even contribute to potential complications.  The 
birth process may also remain a negative experience for a lifetime.  Women, who 
prefer confinement in a low technology maternity health care environment, are 
essentially being denied an opportunity for a positive birthing experience if they are 
inappropriately being referred to a higher level of health care. 
 
Initial discussions with midwives at two MOUs in the Nelson Mandela Metropolitan 
Municipality during the year of 2000, alerted the researcher to the fact that midwives 
very seldom received communication, either written or verbal, from the referral 
hospital with regard to the management or outcome of the women in labour whom 
they referred to the higher level of health care.  In a study investigating referral 
patterns, the Equity Project Report (1999:7) highlights a significantly low back 
referral rate of 15%. 
 
The opportunity for the referring midwives to do self-evaluation on their management 
of the women in labour whom they referred to a higher level of health care is lost 
because of this lack of feedback communication.  Consequently, the referring 
midwife cannot evaluate whether her initial management of a patient prior to referral 
was the most appropriate.  Likewise, the opportunity for advanced practitioners, 
including specialist obstetricians and ultrasonographers based at referral hospitals, 
to teach staff at lower levels of care, is also lost (Equity Project Report, 1999:7). 
 
17 
 
labour, the health care worker who referred the client should be informed of the 
outcome of the problem.  Poor feedback communication relating to referral results in 
‘gaps’ in patient care and will eventually negatively affect the quality of continuity of 
care (Equity Project Report, 1999:8). 
 
The Equity Project Report (1999:7) emphasizes that the opportunity is lost for higher 
level health care facilities to educate staff in lower level health care facilities to 
diagnose, treat, and collect other relevant information about their patients.  Although 
it cannot just be accepted that staff at the higher level of health care ‘always know 
better’ or that they would always be in a position to teach midwives at the midwifery 
units, the fact remains that the higher level of health care facility is better resourced 
in all regards.  Health care providers at the hospital also have wider contact with 
other experts and have access to electronic information and specialists from similar 
and related professions, which is not the case with the midwifery units staffed only 
by midwives.  Jahn and De Brouwere’s (2001:231) model of Counter-Supervision of 
the lower levels of health care by higher levels of health care supports the belief that 
health care providers at higher levels of health care have an educational 
responsibility towards staff at lower levels of health care. 
 
According to the Equity Project Report (1999:35), a hospital-centric view exists 
among health care providers.  Therefore, by implication, the Equity Project refers to 
the fact that health care providers are of the opinion that women in labour should 
always necessarily be cared for best at a higher level of health care. 
 
The following questions therefore arise: 
• What is the profile of the midwives at MOUs included in this study? 
• How do midwives who are working at lower level maternity services and are 
responsible for the inter-level health of women in labour, perceive and 
experience the referring of these women? 
• What is the profile of women admitted to MOUs who are referred to higher 
levels of care? 
• Do midwives at lower levels of care make appropriate inter-level health service 
referrals of women in labour? 
• What type of maternity care do health care providers implement during the 
process of inter-level health service referral of women in labour? 
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1.3 GOAL OF THE STUDY 
 
The goal of this research study is to explore and describe the inter-level health care 
services referral of women in labour by midwives, in order to design guidelines for 
midwives and other relevant health care providers on inter-level health care service 
referral in the public health sector. 
 
1.3.1 OBJECTIVES OF THE STUDY 
 
The objectives of the study are reflected in Box 1.4 (page 32) which provides a 
summary of the research design and methods. 
 
1.4 TERMINOLOGY 
 
Terminology used in this study and needing clarification is explained in Annexure B. 
 
1.5 PARADIGMATIC PERSPECTIVE 
 
Mouton and Marais (1992:149) define a paradigm as a collection of mutually agreed 
convictions (theories, predictions or laws) that provide a model for scientific practice.  
Vaughan (1992:10) describes a paradigm as a world-view of a discipline.  This author 
(1992:10) further contends that different disciplines use different approaches to 
enquiry depending on the world-view of the discipline.  Bryar (1995:x) emphasizes 
the need for all midwives to state their beliefs and understanding of what midwifery 
care entails.  She furthermore states that midwives need to clarify ‘where they are 
coming from’, declare their current stance and their basis for midwifery practice 
(Bryar, 1995:7).  The paradigmatic perspective thus implies a collection of meta-
theoretical, theoretical and methodological assumptions that guide the research 
process.  Bryar (1995:14) contends that whenever a midwife undertakes care, 
whether it is physical, psychological or emotional, such care will be undertaken 
against the background of the midwife's personal understanding, knowledge and 
theories. 
 
The midwife and the patient/woman in labour must be reciprocally willing to give and 
receive help and advice.  Their relationship could be described as dynamic based on 
the fact that there can be constant changes in the relationship existing between 
patient and midwife.  Initially the patient’s role may be seen as one that is fairly 
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independent, however this can shift to being partially or totally dependent based on 
the patients condition and the progress made during labour.  The midwife however 
strives to provide the opportunity for the patient to achieve relative or complete 
independence by the time of discharge from the higher level of health care.  The 
achievement of the latter may take some time and must therefore be viewed as a 
very individualized process as it is based on the underlying rationale for the referral 
of the patient as well as on the ultimate outcome of the labour for both mother and 
baby.  The researcher decided to use the World Health Organization's model entitled 
“Health for All” (hereafter called the model) as a paradigmatic perspective (Bryar, 
1995:86) for this study.  A model is a mental construct that provides greater 
understanding of events in the physical, psychological, and social environments 
(Bryar, 1995:40).  According to Bryar (1995:40) a midwifery model would provide an 
picture of midwifery practice and care and help provide answers to questions about 
what constitutes midwifery practice.  Such model will also provide and abstract 
picture of midwives’ thinking about midwifery practice and specifically midwifery care 
(Bryar, 1995:40).  The researcher is in support of Bryar’s stance that midwifery 
should be practiced in an organized manner and it is for this reason that midwifery 
models can be beneficial in this regard as they can direct midwives’ practice. 
 
The researchers choice to use this model eminates from the fact that the model is 
based on the principles of primary health care which is congruent with the final 
decision to select this model, the researcher reviewed other health care models 
presented in the literature; these included nursing as well as the medical model.  The 
medical model has its focus on the individual and parts of a person (Bryar, 1995:81).  
The researcher did not select the medical model based on the fact that the pregnant 
women is immediately viewed as an ’ill‘ person who enters the health care system in 
need of health care that will be prescribed by health care practitioners to ’cure‘ the 
patient (Bryar, 1995:81).  The researcher endorses the notion of pregnancy and 
childbirth being a natural physiological phase in the lives of the majority of women.  
This includes seeing the maternal fetal unit as a holistic unit, where the well-being of 
one component of the unit influences the other and therefore expects a live, healthy 
and mother and baby and satisfaction of their individual needs.  The researcher 
supports Bryar’s stance that every pregnancy is seen as unique; that it should be 
anticipated as normal (Bryar, 1985:61).  Parturient women only become patients 
when they develop complications for which they need medical or obstetrical 
interventions.  Even in this regard, the woman may still be actively involved in her 
own care, for example, she is the best person to monitor the movements of her fetus 
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as an indicator of fetal well-being.  Before presenting the discussion on the WHO 
Health for All Model, the researcher introduces the reader to the concepts 
underpinning midwifery practice as described by Bryar (1995:59). 
 
1.5.1 Metaparadigm concepts underpinning midwifery practice 
 
Having chosen the WHO Health for All Model, to discuss the concepts underpinning 
midwifery practice, the researcher uses Bryar’s presentation of these concepts as a 
point of departure.  Bryar (1995:39) proposes the following concepts underlying to 
midwifery care namely person (the woman, child, partner and others); health; 
environment and midwifery.  As demonstrated in the following discussion, these 
concepts are interwoven and interrelated.  The childbearing woman is central to all 
components of this model. 
 
a. Person 
 
The concept person refers to any human being in need of health care (Bryar, 
1995:131).  In this study, this concept person emphasises the childbearing woman, 
but also refers to the fetus and/or child as well as the significant others involved in 
the process of inter-level health care services referral during labour.  The concept 
woman refers to any woman irrespective of culture, clan, and creed in her unique 
circumstances.  Reference is also made to the absolute imperative that all women 
must at all times be treated with the utmost respect and dignity.  The presenting 
health care needs of the women in this study changed from the need to receive 
routine maternity care to more advanced and specialized care. 
 
b. Health 
 
The WHO (1978:1) defines health as a state of physical, mental, and social well-
being, health, and not merely the absence of disease or infirmity.  The WHO 
definition of health embodies a holistic understanding of health, which encompasses 
an interwoven physical, psychological, spiritual and an emotional component.  Health 
therefore is viewed as an asset and not merely an acquisition or state.  According to 
the Jakarta Declaration on Health Promotion into the 21st Century, health is a basic 
human right and essential for social and economic development (WHO, 1978:1). 
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c. Environment 
 
The concept environment refers to the social, economic, political and cultural context 
in which the woman finds herself.  Maternal behaviour is regarded as a social activity, 
which is demonstrated through interactions and relationships with others in the 
woman’s social system (Bryar, 1995: 131).  The woman’s interaction with her unborn 
child and later the baby, significant others, peers and health care providers takes 
place in an environment that changes from a low to a high risk environment.  Health 
is inevitably linked to the environment, for example poverty, which is globally 
recognized as one of the major causes of maternal mortality in the developing world. 
 
d. Midwife and midwifery 
 
The WHO as part of a joint group including the International Confederation of 
Midwives, the Joint Study Group on Maternity care, the Federation of Gynaecologists 
and Obstetricians (2005:1), adopted an internationally accepted definition of a 
midwife.  This definition states that: 
A midwife is a person, having been regularly admitted to a midwifery educational 
program, duly recognized in the country in which it is located, has successfully 
completed the prescribed course of studies in midwifery and has acquired the requisite 
qualifications to be registered and/or legally licensed to practice midwifery. 
 
The midwife must be able to give the necessary supervision, care and advice to women 
during pregnancy, labour and the postpartum period, to conduct deliveries on his/her 
own responsibility, and to care for the newborn and the infant.  This care includes 
prevention measures, the detection of abnormal conditions in mother and child, the 
procurement of medical assistance, and the execution of emergency measures in the 
absence of medical help. 
 
The midwife has an important task in couseling and education, not only for the woman, 
but also within the family and the community.  The work should involve antenatal 
education and preparation for parenthood and it extends to certain areas of 
gynaecology, family planning, and childcare. 
 
The ICM (2005:1) amended the definition of the midwife by adding the following: 
• more emphasis placed on the accountability and professional status of the 
midwife; 
• reference is made to the midwifery partnership with women; 
• it stresses the importance of low-technology midwifery care (the words ‘the 
promotion of normal births’ are used).  This reflects the ICM’s belief in the 
importance of a low-technology approach to midwifery care and the midwives’ 
concerns about rising rates of unnecessary interventions; 
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• where the midwife detects complications in the mother or child, the 
recommendation is that the midwife accesses medical care or the appropriate 
assistance, thereby recognizing that the mother or baby may be in need of 
attention for other health care needs such as psychological, social, 
physiotherapeutic, dietetic or other types of care; and 
• the extension of the scope of the midwife’s work within the family and 
community to women’s health, sexual or reproductive health. 
In the South African context, a midwife is a person who is registered with the SANC 
in terms the Nursing Act (Act 33 of 2005) as a midwife.  A midwife is a person who 
assists a woman during pregnancy, labour and puerperium.  Midwifery includes the 
implementation of appropriate interventions, based on the woman’s needs, by 
midwives in order to assist women in achieving their maternal task.  For the purpose 
of this study, a midwife will be regarded as the person caring for the woman in labour 
who is referred from MOUs to higher levels of health care. 
1.5.2 World Health Organization’s Health for All model 
The model is based on the Alma Ata Declaration of Health for All and is a statement 
of the WHO (1978a:7).  The WHO has pronounced the model and since 1978, the 
model has been receiving support in many areas of health care including midwifery 
practice (Bryar, 1995:87).  The underlying philosophy of the model is stated in the 
Alma Ata Declaration and is a statement of support for the WHO definition of health 
(1978a:7).  See Figure 1.1 where extracts from the Health for All model is applied to 
maternity care in South Africa. 
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Figure 1.1: Extracts from Health for All model applied to maternity care in South Africa 
(Extracted from Bryar, 1995:90) 
 
1.5.2.1 The focus of the model 
 
The utilisation of this model enables the focus of care to be placed on childbearing 
women, their families and the community.  In an effort to apply the model to this 
study, the researcher herewith also reaffirms the commitment already made by the 
South African government to improve maternal and child health care services.  As far 
back as 1994 to date, the South African government has made many inroads in 
health care delivery and has been prioritizing maternal, child and women’s health 
care services.  The fact that the maternal, child and women’s health has been placed 
high on agenda of priorities further justifies the suitability of the WHO Health for All 
model for this study (African National Congress, 1994:44). 
 
The focus of the WHO Health for All Model is achieved through implementation of 
five concepts, five themes, and furthermore eight areas of action (WHO, 1978a:7).  
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The concepts, themes, and areas of action will now be discussed and concomitantly 
be applied to the South African maternity care arena. 
 
1.5.2.2 Underlying concepts of the model 
 
The alignment of the PHC definition of health with the model will be done and is 
based on the following five underlying concepts of the model. 
 
a. Women involved in development of childbirth 
 
Women’s involvement at different levels of decision-making is strived at, for the near 
future as it is entrenched in the South African Constitution Act (Republic of South 
Africa, 2001).  Showing support for women’s involvement in the development of 
childbirth, the Department of Health (2002a:6) stipulates in its national strategy for 
maternity care that women should be empowered to contribute actively to improving 
maternal and perinatal health.  Although in a context different to the research area, 
Bryar (1995:94) emphasizes the need for women to be involved in their own care at 
individual woman-midwife level of interaction, but also at the level of service provision 
where they may be involved in monitoring of service contracts. 
 
b. Reaching those most in need of maternity care 
 
Reaching the most in need of maternity care includes reaching women in poor 
general health.  The underlying concept of reaching those most in need of maternity 
care is illustrated under the discussion of equality in service provision. 
 
c. Reaching minority groups 
 
The underlying concept of reaching minority groups is illustrated under the discussion 
of equality in service provision. 
 
d. Displaying healthy maternity policies 
 
In order to enhance information dissemination about healthy maternity care policies 
amongst women and the broader population it is imperative that healthy maternity 
policies are displayed in areas beyond the health care services for example in shops 
and other businesses.  This strategy is aimed at broadening the understanding of 
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what maternity care entails as well as gaining the support from the public in 
developing and contributing towards a caring ethos for maternity clients. 
 
The display of healthy maternity policies in public places other than health care 
settings, needs to be explored in order to broaden the audience and the subsequent 
education this medium presents regarding healthy maternity care.  Currently only 
maternity clients are the most likely to be exposed to information contained in such 
displays when they attend health care facilities for their reproductive health related 
needs.  The Department of Health and other agencies involved in maternity care 
provision should explore this untapped resource to expand and enforce public 
awareness regarding the importance of healthy maternity care. 
 
e. Individualized care 
 
The underlying concept of providing individualized care is illustrated under the 
discussion of equality in service provision.  In stating the fact that every pregnancy is 
uinique, it is evident that Bryar (1995:119) supports the notion of individualized care.  
An example specific to this study is that special attention should be given to the 
psychological well-being of women in labour needing inter-level health service 
referral.  Women finding themselves in this situation are likely to be fearful that their 
lives and/or the life of their babies may be compromised. 
 
1.5.2.3 Underlying themes of the model 
 
Ewles and Sinmett (1992:13) describe five themes of the model, which will now be 
applied to the South African maternity care arena.  The five themes of the model are 
community participation, inter-sectoral collaboration, equality in service provision, 
effective, culturally acceptable, affordable and accessible services; and integration of 
services.  These themes will now briefly be discussed. 
 
a. Community participation 
 
Communities must be encouraged to take ownership of their own health care, and 
therefore involved in the decision making process on a consultative basis. 
 
At operational level, communities are continuously encouraged and mobilized to be 
involved in their own health care.  As stated earlier, community participation can also 
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be realized through monitoring service contracts.  An example of current community 
involvement in maternity services is the use of private transportation for women in 
labour to MOUs or hospital. 
 
Communities also provide input at decision-making level through advisory systems 
such as community health forums.  In its national strategy for maternity care, the 
Department of Health (2002b:6) stipulates that families and communities should be 
empowered to contribute actively to improving maternal and perinatal health. 
 
b. Inter-sectoral collaboration 
 
This theme suggests that inter-sectoral collaboration should occur between health 
authorities and different sectors.  Such collaboration may be directly or indirectly 
utilised in health care provision.  Health care, in this instance maternity health care, is 
not not dependent on health services alone but also other sectors including housing, 
environmental pollution and advertising methods among others (Also see 1.5.2.2 d). 
 
Collaboration between health authorities and different sectors occurs either directly 
or indirectly involved in health care provision.  Inter-sectoral collaboration initiatives 
already implemented in the provision of maternity health services within the research 
area include the use of private emergency ambulances for maternity patients in 
selected cases.  This is achieved by the formation of a Public Private Partnership, 
which is activated when the public ambulance service cannot cope with demands, for 
example, when women in labour are referred from lower to higher levels of health 
care.  The principle of the  Public Private Partnership was endorsed at the 2004 
National Health Summit by the following statement ”that the acid test for partnerships 
will be the extent to which they enable the government to provide quality care to its 
citizens” (Dlamini, 2004:15). 
 
c. Equality in service provision 
 
This theme is based on the principle that all citizens, irrespective of culture, creed, 
gender, and socio-economic or religious affiliations are entitled to the same services.  
No person must be discriminated against; neither must any person receive any 
preferential treatment in terms of health care as a result of any of the above 
categories. 
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Equality in maternity service provision is achievable as public maternity services are 
free of charge (McCoy and Barron, 1996:iii).  The Department of Health (2002b:6) 
endorses this theme proposing legislation and policies in support of free maternity 
health care services.  In addition to this is the public commitment made by politicians 
to facilitate the improvement of health care for pregnant women.  The South African 
Nursing Council (SANC) endorses the practice of equality by nurses and midwives in 
its formal directives and is also reflected in a basic education programme objectives.  
Equality in service provision is endorsed in the curriculum outline thus showing 
respect for dignity and uniqueness in socio-cultural and religious contexts in a holistic 
manner (SANC, 1984:2).  The establishment of Public Private Partnerships may thus 
also support the government in achieving its commitment to equity and equality of 
care for all inhabitants of South Africa (Dlamini, 2004:15). 
 
d. Effective, culturally acceptable, affordable and accessible services 
 
Health care provision must be effective, accommodative of culture, affordable, and all 
citizens must be able to access the services.  Bryar (1995:88) further adds that 
services should be monitored and managed effectively. 
 
The availability of free maternity services within communities affords maternity health 
care users the opportunity to obtain effective, culturally acceptable, affordable and 
accessible services.  The latter is achievable with the decentralization of health 
services within the framework of PHC.  This involves the expansion of the MOU 
system to most of South Africa, in order that most low-risk women can access and 
complete their maternity care at their nearest MOU.  When a complication arises 
during labour, which is beyond the scope of practise and competencies of the 
midwife attending the client at the MOU the woman will be referred to a maternity 
health centre other than the one at which she originally planned to deliver her baby.  
This process may create a potential challenge especially concerning the cultural 
acceptability of the maternity care available at the referral site.  The midwife should 
be aware of these potential challenges and thus be equipped to overcome this 
challenge, for example through her self-knowledge, attitude and interaction with her 
patient. 
 
Accessibility to maternity health care services in South Africa has increased 
dramatically since the implementation of the Free Health Services Policy in South 
Africa in 1994 which states that all women can access all maternity services free of 
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charge (McCoy and Barron, 1996:iii). 
 
The Department of Health (2002b:6) endorses this theme, stipulating that maternity 
health care providers must genuinely demonstrate respect, and be interested and 
non-judgmental towards their clients.  The Department of Health (2002b:6) 
emphasizes that maternity health care services must not be compromised even if 
they are offered in a poor working environment or what is perceived by pregnant 
women to be unsafe practises. 
 
e. Integration of services 
 
Integration of health care services, also known as the ‘one-stop-shop‘ approach 
means that clients can access comprehensive health care services namely 
preventative, promotive, curative and rehabilitative at one delivery point. 
 
The ‘one-stop-shop’ approach has been implemented in most of the health care 
facilities in South Africa.  In the Nelson Mandela Metropolitan Municipality there are 
currently two such Comprehensive Community Health Care Centres, each being 
attached to a MOU.  SANC aligned the curriculum of nurses and midwives, stating in 
one of its basic nursing and midwifery education programme objectives, that the 
curriculum: “endorses … comprehensive health services …” such as outlined above 
(SANC, 1984:3).  This theme does not have a direct relationship with inter-level 
health care service referral of women in labour, but on a broader scale, it relates to 
maternal, women and child health care services inclusive of contraceptive services. 
 
1.5.2.4 Areas of action of the model 
 
In addition to the aforementioned concepts, eight areas for action have been 
identified to achieve Health for All via PHC.  These areas include: 
• an adequate safe water supply and basic sanitation; 
• provision of essential drugs; 
• appropriate control of common diseases and injuries; 
• prevention and control of endemic diseases; 
• maternal and child health, including family planning; 
• education on prevailing health problems and methods to prevent and control 
them; 
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• immunization against infectious diseases; and 
• promoting food supply and proper nutrition (Morley, Rohde and Williams 
1989:x) 
 
Although the model identifies eight actions, only the five areas of action applicable to 
the South African maternity care set up will be discussed. 
 
a. Promotion of food supply and nutrition 
 
Nutritional and food supplies relate closely to fetal and maternal outcomes of 
pregnancy and labour.  An example of good nutrition during pregnancy is the 
emphasis placed on the prevention of anaemia of pregnancy where women are 
routinely provided with folic acid or other iron supplements to prevent the occurrence 
thereof.  Women inevitably loose blood during labour and if they already enter this 
stage with low haemoglobin, further complications may occur.  One of the 
cornerstones of maternity care as endorsed by the Better Births Initiative is continued 
good nutritional status during labour and delivery (http://www.who.int/reproductive-
health/rhl/research.html  29/01/07).  It is important to ensure that women in labour 
has sufficient energy resources and are kept well hydrated, however very often  
women do not feel like eating or drinking fluids during labour (Enkin, Keirse, Renfrew 
and Neilson, 1996:202).  When women in labour are referred to higher levels of 
health care, oral ingestion restrictions thus may be advisable, in anticipation of 
possible surgical intervention.  In such cases, hydration levels should be maintained 
in the form of intravenous infusion.  In this way, blood glucose levels that is the main 
source of energy required during labour is also sustained (Mc Cormick and Nolte, 
2006:433). 
 
b. Provision of essential drugs 
 
An example of an essential drug used in maternity health care settings is oxytocin; 
this is used as prophylaxis for postpartum haemorrhage.  The use of oxytocin in 
MOUs can reduce the morbidity in women in labour when they are referred to higher 
levels of health care due to postpartum haemorrhage (Department of Health, 
2002a:14).  The SANC (1990a:2) stipulates that the midwife may administer oxytocin 
at specific intervals in the event of postpartum haemorrhage.  HIV positive clients 
who have been placed on the prevention of mother to child programme are issued 
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with Nevirapine/antiretroviral drugs during their pregnancy for self-administration 
when in active labour Department of Health, 2007. 
 
c. Treatment of common disease and injury 
 
Anaemia and pregnancy-induced hypertension are some of the disease conditions 
contributing to maternal mortality, which can be controlled well when diagnosed early 
in pregnancy.  The most common cause of anaemia in South African parturient 
women is iron deficiency (Lloyd and Botha, 2006: 307).  Therefore, anaemia can be 
prevented and controlled through health education advocating a well-balanced diet in 
addition to iron supplementation during pregnancy.  Women with an inadequate 
pelvis as well as those with large babies should be identified through proper 
antenatal assessment and monitoring during labour.  It cannot be over emphasized 
that midwives should understand the cause of possible birth injuries in order for them 
to predict the same (Creig and Blunden, 2006:808).  If predicted and diagnosed 
during antenatal or at least early in labour, the incidence of birth injuries can be 
reduced if referral to a higher level of health care is carried out on time (Creig and 
Blunden, 2006:808). 
 
d. Prevention and control of endemic diseases 
 
An example of prevention of an endemic disease is the prevention of tetanus in 
newborn babies through the use of tetanus prophylaxis in pregnant women (Nyasulu, 
2004:21-6).  The devastating effects of tetanus and the fact that the disease is 
preventable in newborn babies, compels maternity care providers to ensure that 
these precautions are taken. 
 
e. Health education 
 
Health education forms a fundamental part of PHC.  The SANC (1990a:2) stipulates 
that the midwife should give health education to parturient women including, 
education on self-care and care of a baby. 
 
The model identifies maternal and child health as one of the key areas of concern in 
the underlying concepts as well as in the areas for action.  Suggested consequences 
of action in relation to maternity care are identifiable. 
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As indicated, the use of the model in this study is justified in a South African 
maternity care context.  The model aligns itself with the country’s health care system 
as it is directed by a PHC approach (see 1.1:1).  Most elements of the model are 
currently applicable to South Africa and some have been operationalised to a lesser 
or greater extent in South African health care services.  Those elements of the model 
not currently applied to the South African maternal, child and women’s health 
services, can be explored in future.  Like the rest of the world, South Africa has also 
committed itself to reduce maternal and child mortality (Department of Health, 
1998a:1).  Messages from UNICEF adopted by South Africa include child spacing, 
avoiding pregnancies before 18 years of age, limiting the total number of pregnancies 
to four; reducing dangers of childbearing through antenatal care and skilled 
attendance at birth and exclusive breastfeeding for the first four months of life 
(Department of Health, 1998a:1). 
 
Although the focus of this study is on the inter-level health care service referral of 
women in labour, examples to illustrate the application of the model may not always 
relate directly to the woman in labour, but to maternal and women’s health in general.  
The health status of a woman, even prior to conception, directly affects the maternal, 
fetal and neonatal outcomes of pregnancy.  An example to illustrate this statement 
and therefore the choice of the WHO Health for All Model for this study is a woman 
who suffers from a medical condition such as anaemia.  A woman with haemoglobin 
of 10 grams per decilitre during pregnancy may not display any adverse effects 
generally associated with low haemoglobin.  However, blood loss can be fatal 
regardless of the amount of blood lost in a woman who had low haemoglobin levels 
antenatal or at the onset of labour (Nyasulu, 2004:21-11). 
 
The researcher is mindful of the fact that the model used for this study is not a 
midwifery model and may therefore not be the best model.  Some components of the 
model were not applicable to the specifically delineated context of this study.  At the 
time when the study commenced the researcher could not access midwifery models 
through the available literary sources at the time. 
 
1.6 RESEARCH DESIGN AND METHOD 
 
The research design for the first stage of the study will be a combination of 
quantitative and qualitative research methods.  In stage two, a quantitative design will 
be implemented.  In stage three, guidelines will be developed for use by midwives 
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and other relevant maternity care providers during the inter-level health care service 
referral of women in labour from lower to higher levels of health care.  The different 
stages of the research process are discussed in Chapter 4.  Box 1.4 provides a 
summary of the research design and methods of this study. 
 
Box 1.4: Summary of Research Design and Methodology 
STAGE 1 STAGE 2 STAGE 3 
1) Compile a profile of the 
midwives at lower level maternity 
care centres included in the 
study 
2) Explore and describe the 
perceptions and experiences of 
midwives working at MOUs in the 
research area responsible for 
inter-level health service referral 
of women in labour 
1) Describe, by means of analysis of 
maternity case records, the following 
aspects of inter-level health service referral 
of women in labour: 
- the profile of women admitted to MOUs 
who are referred to higher levels of care; 
- the appropriateness of midwifery referral; 
and 
- the maternity care implemented by health 
care providers during the inter-level health 
service referral of women in labour 
1) Develop 
guidelines that can 
be used by 
midwives and other 
relevant maternity 
care providers 
during inter-level 
health service 
referral of women in 
labour. 
 
RESEARCH DESIGN 
Quantitative, qualitative, 
descriptive, exploratory, 
contextual 
Quantitative, descriptive and contextual; 
case studies 
Not applicable 
RESEARCH METHODOLOGY 
TARGET POPULATION AND SAMPLING 
1) All midwives working at MOUs 
in the research area 
2) Purposive sample of midwives 
at MOUs in the research area 
80% of maternity case records during the 
period of September 2003 to April 2004 
Not applicable 
DATA COLLECTION 
1) Questionnaire 
2) Semi-structured interviews 
Data retrieval sheet; 
case studies 
Not applicable 
DATA ANALYSIS 
1) Descriptive statistics 
2) Identification of themes, 
categorisation, coding 
Descriptive statistics; summary of case 
studies 
 
Not applicable 
TRUSTWORTHINESS 
Truth value 
Applicability 
Consistency 
Neutrality 
Not applicable Guidelines 
grounded in 
research findings 
and literature 
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Box 1.1 Continued 
RELIABILITY 
Using established measures 
Reliability of data collection 
instrument and procedures 
Reliability of research workers 
Using established measures 
Reliability of data collection instrument and 
procedures 
Guidelines 
grounded in 
research findings 
and literature 
VALIDITY 
Not applicable Content validity 
Face validity 
 
Guidelines 
grounded in 
research findings 
and literature 
PILOT STUDY 
Pilot study of health care 
providers’ questionnaire 
Pilot study of interview schedule 
Data from the pilot study will not 
be included in the final report of 
the study 
A pilot study of data retrieval sheet will be 
conducted 
Data from the pilot study will not be 
included in final report of the study 
Not applicable 
 
1.7 ETHICAL CONSIDERATIONS 
 
All ethical considerations relevant to this study will be discussed in Chapter 4. 
 
1.8 LAYOUT OF CHAPTERS 
 
Chapter 1  Overview and background 
Chapter 2  Patient referral 
Chapter 3  Legal and professional framework of midwifery practice in South Africa 
Chapter 4  Research design and methods 
Chapter 5 Midwives: profile, experiences, and perceptions of inter-level health 
service referral of women in labour 
Chapter 6  Review of maternity case records of women referred during labour 
Chapter 7 Discussion of research findings, conclusions, guidelines for inter-level 
health service referral of women in labour, limitations, and 
recommendations 
 
1.9 CONCLUSION 
 
In this chapter, the researcher attempted to, present a general orientation to the 
study.  Aspects briefly addressed include an introduction and background to the 
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study, paradigmatic perspectives; and the research design and methods.  Chapter 2 
deals with a review of literature relating to the study’s topic, namely patient referral. 
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CHAPTER 2 
 
PATIENT REFERRAL 
 
2.1 INTRODUCTION 
 
In this chapter the main aspects relating to the referral of women in labour are 
presented.  Special emphasis is placed on literature relating to emergency obstetric 
referral.  Literature on the following aspects of referral was reviewed and a synopsis 
is presented here: 
• types of referral; 
• principles of referral; 
• requirements for an effective referral system; and 
• factors affecting referral 
 
Clemen-Stone, Eigsti and McGuire (1995:349) define the referral process as a 
systematic problem-solving approach involving a series of actions that help clients 
use resources for the purpose of resolving needs.  In the context of health care 
Stefanini (1999:14) states that the term ‘referral’ implies linking various levels of a 
health system with one another.  Jahn and De Brouwere (2001:230) report that the 
term referral indicates any advice of a health care provider to a user of health care to 
attend a higher level of care, in other words a client is referred from one institution to 
another. 
 
Wolff (1962:253), dealing with referral by public health nurses, says: “before we 
make a referral we should ask ourselves is there merit in the referral; is it practical; 
does it suit the individual’s personal needs; will the person’s right to say “no” be 
respected?”  Referrals can be based on initiator(s), the level of difficulty or the source 
(Wolff, 1962:230).  Referral may be initiated by the client or someone else may do it 
on behalf of the client.  The latter type of referral involves both formal and informal 
referral.  In the case of formal referral someone contacts the resource on behalf of 
the client.  With informal referral, the resource is discussed between two or more 
people without contact being made with the resource.  In this study, the referral type 
is a formal midwife-initiated one.  Furthermore, referrals in this study are mostly 
emergency referrals. 
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2.2 REFERRAL OF MATERNITY CLIENTS 
 
The referral system is an essential component of maternity care because 
complications during pregnancy, labour, birth and the postpartum period cannot 
always be predicted.  If complications arise at any time during these periods, such 
complications should be identified promptly as they may progress very rapidly, with 
potentially disastrous effects if not treated appropriately (Thacker, et al, Issue 4 
Cochrane Library:2004).  To be more specific, an effectively functioning referral 
system is required during the intrapartum period to provide access to maternity care 
as needed, and serve as a back-up system for lower level maternity care centres 
(Jahn and De Brouwere, 2001:229). 
 
One must be mindful of the fact that labour and delivery should be supervised by 
skilled birth attendants.  In the context of this study, a skilled birth attendant refers to 
midwives and doctors with the necessary skills to provide the required services to 
women and their babies in need of such care.  The attendants should also be skilled 
in recognizing the onset of complications beyond their capacity, and referring 
mothers for emergency care.  The ideal is that all births should be attended by skilled 
birth attendants (Department of Health, 2002a:1).  The WHO supports the notion of 
skilled birth attendance for all births (Ronsmans, Campbell, McDermott and 
Koblinsky, 2002:3). 
 
Skilled birth attendance is not synonymous with institutional births.  Instead, it 
depends on where each country can provide the skilled attendance at birth.  In South 
Africa, skilled attendance at birth mostly implies giving birth in an institutional setting 
(Department of Health, 2002a:3).  Some countries of the world, especially developing 
countries, are still far from reaching the WHO ideal of 100% skilled attendance at 
birth (Ronsmans, et al, 2002:3). 
 
Table 2.1 contrasts the rates of skilled attendance at birth in some developed and 
developing countries.  By 1998 the South African Department of Health had not 
reached its target of 95% skilled attendance at birth (Department of Health, 
1998b:115).  In relation to skilled attendance at birth, at that time South Africa, as a 
developing country, fell short of 13% compared with the United States and the United 
Kingdom (Macfarlane, Mugford, Henderson, Furtado, Stevens, and Dunn, 2000).  In 
Zambia less than 50% of births are supervised by a skilled attendant (Department of 
Health, 2001b:34). 
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It could be deduced that the lack of skilled attendance at birth can be equated to 
limited access to higher levels of care.  This in turn may be associated with higher 
maternal and perinatal mortality and morbidity figures.  The South African maternal 
mortality rate of 177/100 000 live births, is indeed much higher than the average 
maternal mortality rate of 27/100 000 live births in developed countries (WHO, 
1999:11; Department of Health, 2002a:1).  While there are other factors contributing 
to maternal mortality rate, it can be argued that the effectiveness of the maternity 
referral system or the lack thereof, contributes to the high maternal mortality rate for 
South Africa. 
 
Table 2.1: Skilled attendance at birth: developed and developing countries 
Country Year of statistic Percentage skilled attendance at birth 
Zambia 2001-02 43 
South Africa 1998 84 
United Kingdom 1998 99 
United States 1997 99 
(Extracts from Department of Health Statistics South Africa, 2001a:134) 
 
Thaddeus and Maine (1994:1) describe the Three Delays model which identifies 
three phases in which delays in access to maternity care can occur, namely: 
• a delay in seeking care; 
• delayed arrival at a health facility; and 
• delayed provision of adequate care. 
 
These delays are multi-faceted and can occur at any level of a societal and health 
care system’s functioning (Figure 2.1).  Each of the three delays can be influenced by 
different factors affecting the utilization of services as well as the outcomes of 
pregnancy.  What is evident is that none of the delays is insurmountable and that a 
multi-professional approach aimed at improved maternity care provision is needed to 
address them. 
  
38 
 
PHASE OF DELAY FACTORS AFFECTING UTILIZATION OF 
SERVICES AND OUTCOMES 
Phase 1 
Decision to seek care 
 • Economy 
• Education 
• Status of women 
• Illness characteristics 
Phase 2 
Reach the medical facility 
• Distance 
• Transport 
• Cost 
• Condition of roads 
Phase 3 
Receive adequate treatment 
• Quality of care 
Figure 2.1: Three Delays model in accessing health care: Extracted from Thaddeus and Maine 
(1994:1) 
 
It is expected that labour would progress normally in most women who had an 
uneventful pregnancy.  Routine maternal and fetal monitoring would be implemented 
in these women.  The woman will give birth at the MOU and will be discharged with 
her baby within 4 to 6 hours of birth. 
 
The maternity referral process consists of a series of actions that will be initiated 
once the need for referral is identified.  Referral can be initiated at any time after the 
woman arrives at the MOU.  In some women, a complication in labour may be 
diagnosed on admission.  In these instances referral would be initiated and 
appropriate interventions will be implemented to stabilize the woman’s condition. 
 
De Kock and van der Walt (2004:3-3) are of the opinion that delays in referring 
women in labour from lower to higher levels of care is one of the most important 
avoidable factors preventing women from obtaining appropriate care on time.  Jahn 
and De Brouwere (2001:232) contend that despite the fact that there are different 
actions and links involved with referrals, lack of transport and communication are 
over-weighted during debates on referral.  In addition to communication and 
transport, de Kock and van der Walt (2004:3-3) point to failure to identify the need for 
referral as a cause of delay in referral.  Stefanini (1999:16) identifies four similar 
problems affecting the referral process, namely patients’ or health providers’ 
behaviour, organisational factors, resource factors and misunderstanding which 
result in delayed health care provision. 
 
A Nigerian study on the improving of maternity services in a secondary facility views 
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the delay in women accessing emergency obstetric care to be a key problem (Sabitu, 
Alt-Mu’azu, Musa, Ifenne, Essien, Golji, Adidu and Mukaddas, 1997:S100).  Delays 
in accessing emergency obstetric care were defined as inclusive of the decision, or 
the lack thereof, to refer; or actually reaching such facilities and obtaining the 
required treatment when the woman reaches the facility.  The researchers reported 
an increased number of referrals during the study period and a dramatic reduction in 
the mean waiting time between the decision to refer and departure (Sabitu, et al, 
1997:S100). 
 
2.3 TYPES OF REFERRAL 
 
The simplest form of referral, according to Wolff (1962:253), is the one where a 
patient, having identified a health care need, enquires where health care can be 
obtained.  The second type of referral is more complex.  With this type of referral the 
patient is advised that referral to another health care provider is necessary (Wolff, 
1962:253).  In the context of this study the midwife at the MOU identifies a problem 
such as suspected intra-uterine growth retardation and informs the patient that the 
most appropriate health care cannot be provided at the MOU and that referral to a 
higher level of care is needed.  Similar to Wolff’s (1962:253) findings of the public 
health nurse’s awareness that she cannot be all things to all people, the South 
African midwife at MOU level may encounter labour complications such as 
pregnancy-induced hypertension that she cannot manage on her own.  Restrictions 
such as scope of practice limitations and lack of skills or resources make referral 
imperative in the patient’s best interest (SANC, 1990a:1).  Referrals made by 
midwives during labour are usually crucial, impacting negatively on the mother and 
the fetus if delayed (Perinatal Education Programme (PEP), 2005:13).  This leaves 
less time for decision making by the midwife as well as the woman in labour who 
needs referral (Thacker, et al, Issue 4 Cochrane Library:2004). 
 
The third type of referral identified by Wolff (1962:254) is aimed at change.  The 
suggestion for referral stems from an outside source, usually the nurse who 
instinctively feels that something must be done to change a worrying state of affairs.  
Some people do not see their own health needs as highest on their list of priorities, 
especially if they still feel well.  An example is a woman in labour diagnosed with 
moderate pregnancy-induced hypertension who may ‘feel well’.  If such a woman has 
no one to look after other dependent children it might be difficult to convince her that 
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inter-level health service referral would be in her best interests, especially if the 
referral distances her from her home. 
 
Health care providers should be sensitive to and aware of the fact that patients have 
their own priorities which will determine how they act (Wolff, 1962:254).  The health 
care provider should therefore not see referral advice as an order to be carried out.  
The challenge for the health care provider is to negotiate the need for referral with a 
patient who is fully informed and feels respected as a person.  The patient should 
also have the assurance that other resources have been or will be mobilized as soon 
as possible, for example to care for her dependants if she needs to be hospitalised 
for a period longer than expected.  It will be much easier for the health care provider 
to convince a well-informed, reassured, and well-supported woman about the need 
for referral. 
 
2.4 PRINCIPLES OF REFERRAL 
 
The principles of a referral system include the necessity for proper assessment, 
diagnosis, and appropriate referrals from lower to higher levels of maternity care.  A 
discussion of the principles of referral as presented by Clemen-Stone, et al 
(1995:349-51) now follows. 
 
One of the principles of referral is that there must be a clear and definite indication or 
merit for the referral (Clemen-Stone, et al, 1995:349).  In this regard the midwife will 
utilize her clinical judgement, the Guidelines, as well as the SANC regulations 
directing her practice with regard to the referral of patients (Department of Health, 
2002a:37; SANC, 1990a:4). 
 
Another principle of referral is the fact that the referral should be practical (Clemen-
Stone, et al, 1995:349).  Practicality of referral refers to the fact that there should be 
no waste of time, money, or energy for any of the role players involved or affected by 
the referral.  In the context of this study, the midwife must be familiar with all 
necessary procedures relating to inter-level health service referral in order to prevent 
any unnecessary delay in treatment and to ensure that the patient reaches the 
referral hospital as soon as possible after leaving the MOU. 
 
The principle stating that referral should be timely implies that the referral should be 
done as soon as possible after the need for referral has been identified (Clemen-
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Stone, et al, 1995:349).  A timely referral limits the possibility of further complications, 
including the possibility of a crisis.  The principle of timely referrals is supported by 
the WHO who state that early referrals will reduce intrapartum stillbirths (WHO, 
2004a:8).  The WHO further endorses its support for timely referrals stating that it will 
actually make a substantial contribution to improving maternal and neonatal mortality 
and morbidity (WHO, 2004a:8). 
 
Another principle of referral is that the family and the community should be 
incorporated if at all possible, for example to accompany or transport the patient 
(Clemen-Stone, et al, 1995:349).  This principle is entrenched in the National 
Strategy for Maternity Care (Department of Health, 2002b:4).  Women, families, and 
communities must be empowered to be able to make informed decisions to 
contribute actively in improving maternal, perinatal, and family health (Tjallinks, 
Aslam and Brydon in
2.5 REQUIREMENTS FOR AN EFFECTIVE REFERRAL SYSTEM 
 Fraser, Cooper and Nolte, 2006:937). 
 
Another principle involves the fact that the client’s right to self-determination should 
be observed and respected (Clemen-Stone, et al, 1995:349).  She should be allowed 
to make an informed choice to accept or refuse the specific referral.  This principle is 
enshrined in the National Health Bill (Republic of South Africa, 2001).  The Bill 
stipulates, among other things, that consumers have a right to participate in decision 
making affecting their personal health care.  In the context of the study, this concept 
can be illustrated using the example of providers having to communicate to 
consumers the need for, and the processes that will be implemented to effect, inter-
level health service referral. 
 
 
Murray, et al, (2001:353) propose eight requirements for an effective referral system 
which is dicussed next. 
 
The first requirement for an effective referral system is that the referral centre must 
be adequately resourced.  An adequately and appropriately resourced centre is one 
that meets the patient’s needs by being available, accessible, and acceptable so that 
both the consumer and the provider have the assurance that the patient will get the 
best possible treatment. 
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The existence of an effective, well-functioning communications and feedback system 
is the next requirement of an effective referral system.  The WHO (1996:3) contends 
that the effectivity of a referral system depends, among other things, on a well-
functioning communication system with the referral hospital. 
 
A further requirement for an effective referral system is that designated and reliable 
transport should be available at all times since the efficiency of a referral system is 
dependent on immediate transportation of patients.  This is supported by the WHO 
(1996:3) which states that the effectiveness of a referral system depends, among 
other things, on the efficiency of the transfer system.  Indicators for an efficient 
transfer system are: 
• the availability of a qualified health care provider at all times who can make 
the decision to refer; 
• the availability of transport at all times which includes a driver; 
• ambulances should be in a good condition which means regularly maintained; 
• the accessibility of ambulances relating to the condition of roads during all 
seasons of the year; and 
• the distance, which includes the travelling time, to the referral hospital (WHO, 
1996:3). 
 
Van Coeverden de Groot, et al (1994:73) support the need for an effective transport 
system, stating that delays in transferring patients may result in a loss of credibility in 
the health care system.  This in turn could adversely affect the utilisation of the lower 
level services by the community resulting in the inappropriate use of costly higher 
levels of maternity care. 
 
The requirement of agreed upon setting-specific protocols for the identification (and 
management) of complications is endorsed by various authors.  Van Coeverden de 
Groot, et al, (1994:73) support this notion, stating that referral criteria must be 
adhered to and all-inclusive to cover all eventualities.  The notion of customised 
protocols is supported by Tjallinks, et al (in Fraser, Cooper and Nolte, 2006:939), 
who suggest guidelines would be more effective if maternity care facilities draw up 
their own protocols in consideration with each facility’s unique context.  Tjallinks, et al 
(in Fraser, Cooper and Nolte, 2006:938) are of the opinion that the use of protocols 
for women in high risk labour will provide a framework for a high standard of care 
which will endorse the use of protocols. 
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The existence of setting-specific protocols automatically implies that personnel 
should be educated in the use of these protocols in order for them to be 
implemented; otherwise the objective of the policy will not be achieved.  Education on 
the use of protocols should not be a once off event; learning has to be reinforced 
through repetition in a realistic, non-threatening, and authentic environment (Fraser 
in Nieman and Monyai, 2006:8).  Staff implementing the protocols can be given the 
opportunity to reinforce or refresh their understanding of the protocols using 
simulated emergency situations.  The American Academy of Family Physicians refers 
to the use of “fire drills” (Advanced Life Support in Obstetrics Provider Manual, 2000). 
 
The need for teamwork between referral levels cannot be over emphasised, therefore 
every member of the team should understand exactly how the referral system 
functions so that all team members can aim to achieve the same goals in providing 
the most appropriate care to patients (Stefanini, 1999:17).  The need for teamwork is 
demonstrated in the midwife’s ability to differentiate between situations which she 
can manage and those where referral is needed (Page and Nolte in Fraser, Cooper 
and Nolte, 2006:38).  When the need for referral is identified the midwife at the lower 
level of care must have the assurance that the patient will receive appropriate care at 
the higher level of care.  For the maternity patient referral system to work effectively it 
is further suggested that all team members function under the same health care 
services management which is currently not the case in the research area. 
 
Another requirement for an effective referral system is that a unified record system 
be used.  According to Stefanini (1999:17), a unified record system is essential for 
monitoring the effectiveness of the referral system.  In the South African public 
sector, the same maternity case record is used by all maternity care providers.  This 
practice is affirmed by Nolte (in
An effective referral system has mechanisms in place to ensure that patients do not 
bypass a level of the referral.  Such mechanisms include good patient and 
community education as well as the instilling of a sense of trust in the quality of 
service provided at a particular maternity care facility (van Coeverden de Groot, et al, 
1994:73).  Quality of care at the referring facility, as well as access to the facility, 
 Fraser, Cooper and Nolte, 2006:429) who states that 
midwives and doctors sharing the same maternity records for instance the 
partograph, which provides a graphic display of the progress of labour, is an example 
of a unified record of the fetal and maternal condition and the interventions 
implemented. 
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should be improved and monitored as a means of preventing patients from bypassing 
the service (Jahn and De Brouwere in
Van Coeverden de Groot, et al (1994:73) found that the community’s faith in MOUs is 
enhanced when inter-level health service referrals of women with labour 
complications are dealt with speedily and appropriately.  Benefits of appropriately 
dealing with complications of labour include improved labour outcomes as well as the 
optimal use of human and material resources.  Once it is accepted that childbirth is a 
normal developmental phase of a woman’s life, the pregnant woman can be viewed 
as a client/recipient of maternity care and not as a patient.  Although referral is 
regarded as an essential component of effective maternity care it should be borne in 
mind that women who are referred might be disappointed with their labour.  Creasy 
(1997:32) is of the opinion that this disappointment can be ameliorated by positive 
aspects of care such as overcoming lack of information by providing clear 
explanations, debriefing and continuity of care. 
 De Brouwere and Van Lerberghe, 2001:229). 
 
 
The National Committee for Confidential Enquiries into Maternal Deaths (NCCEMD) 
(Department of Health, 1998a:17) lists as a key recommendation the establishment 
of referral criteria and routes in all the provinces in South Africa in order to reduce 
maternal mortality.  The Department of Health (2002a:17) stipulates that referral 
routes and criteria should have been displayed in 80% of relevant areas in maternity 
units and emergency services by the end of 2004.  Anecdotal evidence exists that 
this stipulation by the Department of Health has not been achieved.  The reason for 
this is not clear but the fact that maternity services have been provided under the 
auspices of different health service management systems might have contributed to 
the failure of this stipulation. 
 
Patient referral represents a series of actions implemented to meet the diverse needs 
of health care users (McGuire, et al, 1996:218), thus a well-functioning referral 
system will ensure that patients are dealt with at the ‘right’ place where effective 
treatment is provided at a much lower cost (Stefanini 1999:14).  A further advantage 
of a good referral system is more equitable access to higher levels of care. 
 
Referral is especially important in pregnancy and childbirth in order to provide access 
to emergency care and as a backup system for antenatal and delivery care in first-
line facilities (Jahn and De Brouwere, 2001:230).  Health care users who need more 
specialized care must be referred to an appropriate facility for such care.  It is 
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essential that referrals be done using clear and specific guidelines, with due 
consideration of the fact that appropriate services are used.  The WHO supports the 
notion that maternal mortality can be reduced if quality health care services are 
available and accessible, including a referral system where complications can be 
managed at a higher level of care (WHO, 1996:1). 
 
The Equity Project Report (1997:7), in a study investigating referral patterns, 
highlights a very low back referral rate of 15% which constitutes a breakdown in 
communication.  In this regard, McGinn (1997:S247) is of the opinion that problems 
with referrals often relate to the design of the health care system in that the 
opportunity for the referring midwives to do self-evaluation on their management of 
clients is lost through a lack of feedback communication.  The referring midwife 
therefore cannot evaluate whether her initial management of a client prior to referral 
was the most appropriate.  Likewise the opportunity is lost for practitioners with 
special skills, including specialist obstetricians and ultrasonographers based at 
referral hospitals, to teach health care providers at lower levels of care (Equity 
Project Report, 1997:7). 
 
The referring midwife should have sufficient knowledge and the necessary skills and 
experience for the referral to be made appropriately and implemented effectively 
(Clemen-Stone, et al, 1995:349).  These authors endorse the fact that working with a 
client through the referral process can be an enriching and rewarding experience 
provided that the referring midwife receives follow up information on the outcome of 
referrals she has made.  In order to obtain information the midwife should make a 
follow-up enquiry regarding the referral in order to obtain adequate feedback 
communication from the health care providers at the referral centre.  McGuire, et al, 
(1996:219), state that very little information about the referral process exists in 
nursing literature, they only refer to six nursing studies which mention this subject.  
Some of these references are used in this study to support the discussions 
attempting to shed light on the inter-level referral of women in labour. 
 
2.6 THE REFERRAL LETTER 
 
The referral letter is an essential component in the referral system which may play a 
significant role in the outcome of labour.  However, despite the apparent significance 
of referral letters, Buchmann, Ephraim and Katharoo (1993:200) lament that they 
often serve only as passports to hospital wards. 
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Referral letters should provide critical information that cannot be elicited from 
questioning patients for example the clinical signs and symptoms of severe 
pregnancy-induced hypertension may progress to the development of eclampsia 
during transfer.  In this case it is highly unlikely that the patient will be able to provide 
any information about her prior to and following an eclamptic fit.  A description of the 
disease progression as well as treatment already given will therefore assist health 
care providers at the referral hospital with further management (Buchmann, et al, 
1993:202).  Admittedly a gynaecological study in South Africa has reported that this 
is true for all patient referrals but it is considered even more important for obstetric 
cases (Buchmann, et al, 1993:202). 
 
Buchmann, et al, (1993:200) caution that referral letters may serve as evidence in 
court if litigation ensues following complications during intrapartum transfer.  
Therefore the importance of a well-written referral letter that can serve in the best 
interests of the referring health care provider cannot be overestimated.  The 
Buchmann, et al, (1993:200) study revealed that nurses’ referral letters were 
generally more informative than those written by doctors.  It was also suggested that 
some nurses may lack clinical confidence and would therefore be more inclined to 
refer patients to higher levels of care (Buchmann, et al, 1993:203).  Due to this 
Bucmann, et al, (1993:200) stress the importance of having adequately filled out 
referral letters/formats which will protect nurses and midwives in litigation cases. 
 
2.7 FACTORS AFFECTING PATIENT REFERRAL 
 
Factors affecting patient referral, namely distance, cost, perceived quality of the 
service, health care provider attitude, and respect for the parturient woman’s dignity, 
needs and the choices she makes, may either be beneficial or detrimental to the 
patient (Jahn and De Brouwere in
In South Africa, as is the case in most parts of the world, maternity services are 
provided by the public sector (van Coeverden de Groot 
 De Brouwere and Van Lerberghe, 2001:229).  
Factors that might definitely hamper the effectiveness of referrals during labour 
include inappropriate referrals, women in high-risk labour not being referred, and the 
negative, non-caring, and unprofessional attitudes of maternity care providers.  Other 
factors adversely affecting the referral process include the extent of follow-up by 
referring health care providers and the possibility of non-compliance by women. 
 
in Cronjé and Grobler, 
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2003:678).  In line with the global commitment to reduce the unacceptably high 
maternal mortality rate South Africa has implemented various strategies (Department 
of Health, 2002a:7).  One such national strategy identified by the Department of 
Health (2002a:7) is the need for a well-coordinated referral system which will enable 
maternity clients to access the most appropriate maternity care facility at any given 
time.  This maternity referral system will ensure a more cost-effective utilisation of 
these services. 
 
According to the Department of Health (2002a:4) some of the main causes of 
maternal deaths in South Africa can be related to inadequacy of services and 
substandard care, which may include deficits in the referral process.  In this regard 
Nzama, Hofmeyr, Garner, Brown, Xu and Lugina (2005:84) and de Kock and van der 
Walt (2004:3-3) report geographical inaccessibility, poor or non-existent 
communication systems and poor transport as factors impeding the referral system.  
These factors prevent women from accessing maternity services when obstetric 
emergencies arise.  De Kock and van der Walt (2004:3-3) report delays in referrals 
as one of the most important avoidable factors preventing women from obtaining life-
saving care.  All of the aforementioned authors in this paragraph identified delays in 
referrals as one of the most common factors contributing to poor quality care and 
even maternal deaths.  Another factor that may negatively affect patient referrals is 
knowledge deficits in health care providers (Stefanini, 1999:16). 
 
Van Coeverden de Groot (in
Delayed referral translates into delayed appropriate interventions, which in turn may 
impact negatively on the maternal and perinatal outcomes.  Factors causing delayed 
referral may include the fact that the woman in labour delays seeking help due to 
being uninformed.  Likewise if a woman does not have transport for reasons such as 
lack of finance, unavailability of transport or inaccessibility of roads, she may also be 
prevented from accessing the health care facility.  The quality of care provided may 
be associated with the availability of human and material resources which in turn will 
impact on the adequacy of treatment that the woman and her baby receive during 
inter-level health service referral.  In summary it can be argued that all the factors 
 Cronjé and Grobler, 2003:679), a practising South 
African obstetrician and academic, supports the view that the referral system must be 
well-defined, coordinated and that only high-risk patients should be referred to higher 
levels of care.  The maternity referral process in the research area functions on a 
tiered basis (see Figure 2.2). 
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identified in the Three Delays Model may impact on the different phases of the 
referral process. 
 
 
Figure 2.2: The referral process in the research area 
 
2.8 CONCLUSION 
 
In this chapter literature relating to patient referral was discussed with aspects 
including principles, requirements, and factors affecting patient referral. 
 
One of the duties of a midwife at lower level maternity care is to identify the need for 
care and the appropriate referral of women in labour.  For this purpose the midwife 
must be knowledgable and experienced in providing the highest quality maternity 
care in spite of the existing challenges. 
 
In Chapter 3 the legal and professional framework of practice for midwives in South 
Africa is presented. 
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CHAPTER 3 
 
LEGAL AND PROFESSIONAL FRAMEWORK OF MIDWIFERY PRACTICE IN 
SOUTH AFRICA 
3.1 INTRODUCTION 
 
In the previous chapter patient referral was discussed with reference to the 
principles, requirements, and factors affecting referral as well as literature relating to 
patient referral.  Chapter 3 provides an overview of the legal and professional 
framework within which the South African midwife functions as well as an overview of 
the factors influencing South African midwives’ practice.  A description as to how the 
South African midwives compare with those advocated by the International 
Confederation of Midwives (ICM) is also given (Fullerton, Serevino, Brogan, 
Thompson, 2003:182-184). 
 
3.2 LEGAL AND PROFESSIONAL FRAMEWORK OF MIDWIFERY 
PRACTICE IN SOUTH AFRICA 
 
The South African midwife functions within the legal and professional framework of 
the National Health Bill (Republic of South Africa, 1997a); the National Health 
System (Department of Health, 2002a ) and the Nursing Act No 50 of 1978 as 
amended (hereafter called the Act), (Republic of South Africa, 1978).  The broader 
legal and professional framework of midwifery practice in South Africa includes 
certain priorities, principles, and guidelines for providing maternity care in South 
Africa.  Examples of these are the Guidelines (Department of Health, 2002a); the 
Patient Rights Charter and the Batho Pele principles (Republic of South Africa, 
1997a).  Figure 3.1 gives a schematic presentation of the legal and professional 
framework within which midwifery care is practised in South Africa. 
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Figure 3.1: Legal and professional framework within which midwifery care is practised in South 
Africa 
 
3.2.1 The National Health Bill and National Health System 
 
The National Government develops health policies such as these stipulated in the 
National Health Bill (Republic of South Africa, 1997a) which must be implemented at 
all levels of health care delivery.  It is the responsibility of the Department of Health to 
implement its own policies as well as those promulgated by the National 
Government.  The purpose of the National Health Bill is to establish a national health 
system, set out the rights and duties of health care providers and consumers, and 
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provide for other health related matters (Muller, 2001:93).  An elaboration on selected 
rights and responsibilities of South African maternity care providers and consumers is 
given below. 
 
The maternity care provider (hereafter called the provider) should provide the 
consumer with relevant information on health services.  Providers include 
professionals such as midwives and doctors and information includes disclosure of 
health care status (unless it is contrary to the consumer’s well-being), diagnostic and 
treatment options available and the consumer’s right to refuse health services.  
Having an appropriately informed consumer will facilitate constructive participation in 
health care which in the context of this study means that the provider (midwife) must 
inform the consumer (woman) in labour who is being referred to a higher level of care 
of the reason(s) for referral.  Consumers have the right to participate in decision-
making affecting their personal health care.  In the context of the study this concept 
can be illustrated using the example of providers having to communicate to 
consumers the need for, and the processes that will be implemented to effect, inter-
level health service referral.  The consumer has the right to accept or reject the 
request for referral without fear of personal harm or withdrawal of treatment by 
providers (Muller, 2001:53). 
 
A second aspect in Chapter 2 of the National Health Bill (Republic of South Africa, 
2001) concerns the fact that the provider must take all the necessary steps to ensure 
that health care is executed with the informed consent of the consumer, or a legally 
authorised person that granted consent on behalf of the consumer.  Before informed 
consent can be obtained the provider must inform the consumer of the intent, type, 
reasons, and effects of treatment to be administered.  When appropriate the 
consumer must be informed of the need to be observant about possible adverse 
reactions to treatment (Muller, 2001:53). 
 
Thirdly providers should be equipped with the necessary knowledge and skills to 
deliver all emergency treatment for the particular type of health care that they are 
engaged in, for example all providers working in labour and delivery settings should 
be proficient in neonatal resuscitation (Department of Health, 2002a:1). 
 
Providers have an obligation to keep health records that contain appropriate 
information as prescribed by the health establishment.  This may include indirectly 
revealing the Human Immuniodeficiency Viral (HIV) status to providers who will deal 
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directly with consumers who have undergone inter-level health service referral for 
this purpose.  Although consumers have a right to confidentiality, providers, who 
have access to consumers’ health records, may disclose personal information to 
another person if this is in the best interest of the consumer (Muller, 2001:93). 
 
3.2.2 Nursing Act: the South African Nursing Council regulations 
 
The Act, with its relevant regulations legalises and authorises the South African 
midwife to act as an independent professionally accountable practitioner (Republic of 
South Africa:1978 as amended).  The professional role and functions of the midwife 
are determined by the Act.  Accountability is integral to midwifery practice because 
the midwife has to evaluate all circumstances of practice and is accountable for her 
judgement in this regard (Pera and van Tonder, 2005:5).  The midwife provides 
comprehensive care to parturient women in any given maternity care setting and it 
must be emphasised that independent midwifery practice does not take place in 
isolation but within a multi-professional health care team context (Muller, 2001:53; 
Botes, 1994:11). 
 
3.2.2.1 The Nursing Act 
 
The following SANC regulations relevant to midwifery practice are enshrined in the 
Act (Republic of South Africa:1978 as amended).  A brief elaboration of SANC 
midwifery practice regulations will be given which will be followed by an introduction 
to the educational regulations for South African midwives. 
 
3.2.2.2  South African Nursing Council midwifery practice regulations 
 
The SANC regulations currently directing midwife practice are as follows: 
• R2488 (SANC, 1990a): Regulations relating to the conditions under which 
registered midwives and enrolled midwives may carry on their 
profession.  In these regulations SANC stipulates activities that the midwife is 
expected to perform during the antenatal, labour, puerperal periods, and when 
caring for the newborn infant.  The regulations also indicate situations when 
the midwife must obtain medical assistance including inter-level health service 
referral of women in labour in order to meet the client’s needs. 
• R387 (SANC, 1985) (as amended by R866 of April 1987 and R2490 of 
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October 1990b): Rules setting out the acts or omissions in respect of 
which the council may take disciplinary steps.  These regulations address 
the wilful or negligent failure to carry out acts as stipulated in the scope of the 
midwife’s responsibilities. If the midwife fails or omits to carry out acts including 
diagnosis, treatment, care, prescribing, collaboration, referral, co-ordination 
and patient advocacy, these shall be deemed to be acts or omissions in 
respect of which the council may take disciplinary steps against such a 
registered midwife in terms of Chapter 4 of the Act. 
• R2598 November 1984 (SANC, 1984) as amended by R1469 of July 1987; 
R2676 of November 1990 and R260 of February 1991: Regulations relating 
to the scope of practice of persons who are registered or enrolled under 
the Nursing Act No 50 of 1978 (Republic of South Africa, 1978).  The Scope 
of Practice regulations stipulate a list of activities that the midwife must perform 
in her daily practice inclusive of the midwifery regimen.  The midwifery regimen 
refers to the care provided to parturient women and includes the compilation, 
implementation and evaluation of care plans based on identified needs for 
mother and/or child whilst in the care of the midwife. 
• R373 of March 1970 (as amended by R1737 of September 1972 and R978 
of July 2002): Regulations for the investigation of alleged misconduct 
and the conduct of inquiries.  These regulations stipulate the disciplinary 
power of SANC as well as the process and procedure to follow when SANC 
undertakes investigations into alleged misconduct by one of its members.  A 
midwife may be charged with misconduct if she fails to recognise the need for 
appropriate and timely referral of a woman in labour. 
 
The following Department of Health, Welfare and Pensions regulation is singled out 
in this context, due to its relevance for midwifery practice. 
• R777 of April 1981 (as amended): This regulation deals with the midwife 
obtaining medication when no doctor is available (Department of Health, 
Welfare and Pensions 1981:1). 
 
3.2.2.3 Midwife as an independent practitioner 
 
The principles stipulated in the SANC regulations as described under 3.2.2.2, will 
now be applied to midwifery practice.  As an independent practitioner, the South 
African midwife must prescribe and carry out treatment and appropriately refer 
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maternity clients as indicated while coordinating activities surrounding care of the 
parturient woman (SANC, 1985:2). 
 
The midwife has an ethical obligation to act in the best interests of the client within 
the legal and professional frameworks which guide midwifery practice and grant the 
midwife the right to practise.  Most specialist obstetricians are in private practices 
which are accessible to patients who have medical insurance but the poor cannot 
afford these services.  Similarly, the general parturient population may not be able to 
afford the services of general practitioners.  In the same breath general practitioners 
may not be informed of the latest maternity care policies and practices.  This 
category of health care providers may therefore not be the most ideal ‘person’ to care 
for parturient women.  This phenomenon makes midwives the most readily available 
health care providers in the public maternity health care sector, especially in rural 
areas but also in under-serviced urban and peri-urban areas (Muller, 2001:53). 
 
Midwifery practice is based on a scientific process of assessment, planning, 
implementation, evaluation, counselling, and education.  Scientific methodological 
midwifery practice means that midwives’ actions are knowledge and evidence-based. 
The latter enables midwives to justify their responsibility and actions (Botes, 
1994:11).  The midwife also acts as an advocate on behalf of uninformed clients and 
their families (de Kock and van der Walt, 2004:1-4; Clow, 2005a:3).  The midwife 
might be expected and duly authorised to practise beyond the traditional scope of 
midwifery practice, for example having to diagnose and prescribe medications in 
certain circumstances as reflected in the Nursing Act No 33 of 2005 (Republic of 
South Africa:2005; Muller, 2001:54) and these specific circumstances would require 
that the midwife be empowered with the necessary knowledge and skills. 
 
With regard to prescriptions from a medical doctor the midwife has a choice of 
whether or not to accept and carry out such a prescription (Botes, 1994:11).  
Accepting a prescription will depend on whether the midwife is equipped with the 
necessary skills and knowledge to execute it (Botes, 1994:11).  Before accepting a 
prescription the midwife must determine the clinical, medical, ethical and legal 
correctness of such prescription (Botes, 1994:11).  Clinical correctness means that 
the prescription is logical and correct and is based on the patient’s diagnosis and 
planned treatment.  Medical prescriptions should be correct according to the type of 
medication, dosage and route.  A prescription is regarded as legally correct if it falls 
within the midwives’ scope of practice as well as the legislative framework of 
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midwifery practice while the ethical correctness of a prescription implies that there is 
congruency with the midwife’s ethical conduct (Botes, 1994:11).  When consulting 
with a doctor by telephone about a patient, the midwife must ensure that any 
prescription she accepts from the doctor meets the criteria for clinical, medical, 
ethical and legal correctness (Botes, 1994:11). 
 
The South African government’s health related initiatives and priorities, such as the 
Batho Pele principles and the Patients’ Rights Charter, are aimed at creating a 
heightened caring ethos in health care providers, as well as an increased awareness 
of the rights of the inhabitants of South Africa Act 101 of 1997 (Republic of South 
Africa, 1997b).  As a result of initiatives such as these the people of South Africa 
have become more informed about their rights and more assertive.  In addition 
people may have an expectation that unfortunate outcomes, such as babies dying, 
should not occur.  As a result there is an increasing scrutiny of the midwife’s practice 
and midwives may find themselves being legally challenged by consumers who are 
turning to courts for redress (de Kock and van der Walt, 2004:1-5).  Midwives may 
find themselves being more exposed to litigation and disciplinary action.  The 
aforementioned, as well as other factors affecting midwifery practice such as staff 
shortages, unsafe working conditions and lack of equipment, may result in midwives 
performing defensive practices such as failing to make appropriate recordings in 
patient records (Department of Health, 2006c:1). 
 
Litigation is avoidable and preventable provided that midwifery practice is performed 
scrupulously and in the best interests of the patient.  For this purpose midwives must 
conduct their practice in an honest, fair, just and professional way and they must act 
as advocates for their clients/patients, especially those who are uninformed. South 
African midwives must possess the necessary skills and knowledge which includes 
effective communication and documentation of all midwifery actions and interventions 
accurately, clearly, concisely and completely (SANC, 1984; SANC, 1985; SANC, 
1990a; Muller, 2001:63). 
 
3.2.3 Department of Health guidelines for midwifery practice 
 
The Guidelines consist of protocols and policies for use in maternity care delivery.  In 
the context of this study a protocol is also referred to as a guideline on the 
management of patients with specific types of commonly occurring problems, 
designed by an appropriately authorised person or institute.  The protocols referred 
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to are the guidelines for maternity care (hereafter called the Guidelines) developed 
by the Department of Health (2002a:1) which are now readily available to provider.  
However at the at the time of the data collection for this study, the guidelines were 
not readily available to all health cae prviders (Department of Health, 
2002a:Foreword). 
 
According to the Saving Mothers 1999-2001 report, the Department of Health 
(2002a:1), in its inquiry into maternal deaths, committed itself, as part of its 
recommendations, to making treatment protocols available at all maternity care 
facilities.  Included in these recommendations are stipulations for referring clients to 
higher levels of care and management of high-risk conditions.  These are official 
practice guidelines to be used by midwives and other health care providers in all 
public maternity care settings in the country. 
 
3.2.3.1 The Department of Health stipulations for referral during labour 
 
The Department of Health identified pregnancy, labour, as well as fetal and neonatal 
complications as reasons for midwives to refer maternity clients during labour.  In the 
context of this study only those conditions stipulated by the Department of Health 
(2002a:57) for when referral to a higher level of care during labour is indicated, are 
listed.  These include: 
• nullipara age ≥ 35 years; and parity ≥ 5; 
• previous caesarean section or other uterine surgery; 
• postpartum haemorrhage requiring blood transfusion; 
• multiple pregnancy; 
• malpresentation; 
• estimated fetal weight less than 2kg; 
• rupture of membranes before the onset of labour and maternal pyrexia above 
37.5ºC; 
• vulvovaginal sores and blisters that may obstruct delivery;  
• suspected fetal distress; 
• thick meconium stained liquor; 
• offensive liquor; cord prolapse; 
• poor progress in latent phase of labour ≥ 8hrs; 
• poor progress in active phase of labour (crossing partograph action line); 
• poor progress in 2nd stage of labour (≥ 1hr); 
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• women who are shocked, short of breath or appear ill; 
• serious medical disorders such as asthma; 
• cardiac disease; 
• anaemia with haemoglobin of less than 10g/dL; and 
• hypertension with persistent diastolic of ≥ 90mmHg or eclampsia (Department 
of Health, 2002a:57). 
 
Practice guidelines can be advantageous for South African maternity care 
providers and patients alike.  Practice guidelines are not intended to dampen 
practitioners’ initiative but are intended to improve the quality of care provided 
to patients (Burgers, Bailey, Klazinga, van der Bij, Grol, Feder and Zaat, 2002 
and the Appraisal of Guidelines Research and Evaluation Collaborative 
Group, 2006:1; Department of Health, 2001a:2).  In the researcher’s 
understanding improved patient care standards can be anticipated with 
continuity, reinforcement, and transferability of practice skills. 
 
3.2.4 Constitution of South Africa: Fundamental Human Rights 
 
The South African government introduced a number of ethical and service-related 
principles and priorities aimed at improving the quality of essential services provided 
to the population of South Africa.  Some of the initiatives specifically aimed at 
improving maternity care services were described earlier in this study. 
 
The South African Bill of Human Rights as derived from the South African 
Constitution Act 101 of 1997 (Republic of South Africa:1997a) includes the right to 
education, basic health, and social services.  A Bill of Rights is a legal document in 
which the fundamental values and needs of people are entrenched (Verschoor, Fick, 
Jansen and Viljoen, 1997:35; Republic of South Africa:1997a).  The Bill of Rights 
forms part of the country’s Constitution therefore it is enforceable by law, and if 
contravened, transgressors can be brought before the Constitutional Court which will 
decide whether the contravention constitutes an infringement of human rights 
(Verschoor, et al, 1997:35).  Any person who feels that his or her rights are being 
infringed by the state or any civil servant can initiate legal proceedings against the 
state (Verschoor, et al, 1997:36). 
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Because of the unacceptably high maternal and perinatal mortality rates, the South 
African Government (ANC, 1994:44) dentified the provision of maternity care as one 
of the priority areas for redress.  In this section of the study a brief introduction of two 
initiatives, namely the National Patients’ Rights Charter and the Batho Pele principles 
(Republic of South Africa:1997b), is given. 
 
3.2.4.1 National Patients’ Rights Charter 
 
The National Patients’ Rights Charter (henceforth referred to as the Charter), 
(Republic of South Africa:1997b) expresses the Department of Health’s commitment 
to providing caring, and effective service delivery inclusive of health services.  A 
charter is a written grant of rights from a sovereign authority; or an agreement of 
contract (Muller, 2001:6).  The Charter challenges the midwife to ensure that every 
patient has the right to: 
• a healthy and safe environment, implying that there should be sufficient human 
and material resources at all levels of health care provision; 
• access to health care, meaning the client should be able to reach the required 
service without undue difficulty, inclusive of prompt transporting when referred; 
• confidentiality and anonymity, meaning that patient information will be handled 
in such a way that no unauthorised access is permitted unless it serves as a 
means of communication, such as during inter-level health service referral of 
women in labour; 
• be referred to another health care facility if the need arises; and 
• access to continuity of care which implies that no health care provider has the 
right to refuse treatment to a client;  this includes clients who accesses incorrect 
health care facilities, such as maternity clients at high risk for obstetric 
complications that access the lower level of care when already well established 
in labour. 
 
Review and revisitation of the National Patients’ Rights Charter may become 
necessary.  An example illustrating this is that of a midwife caring for an unconscious 
eclamptic patient needing emergency lifesaving treatment.  Not being able to obtain 
informed consent to implement the necessary interventions from such patient, the 
midwife must act as an advocate and in the best interests of the patient.  Thompson 
(1999:147) commends the International Confederation of Midwives (ICM) for having 
taken practical steps in helping midwives in Africa to understand the concept of basic 
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human rights and challenging them to create awareness in their own countries where 
patients’ rights may be violated.  Thompson (1999:147) puts forward stipulations of 
the fundamental human rights of women which are in accord with the Patients’ Rights 
Charter namely: 
• liberty and security; 
• the highest attainable standard of health care; 
• benefits of scientific progress; and 
• protection from all forms of discrimination. 
If providers and consumers have the high standards of health care at heart, both 
parties should always act responsibly and professionally, as influenced by the 
prevailing circumstances. 
 
3.2.4.2 Transformation priorities: Batho Pele principles 
 
One of the transformation priorities introduced by the South African Government to 
bring about redress of the previous inequalities in the country is the application of the 
Batho Pele (when translated into English means ‘people first’) principles.  The Batho 
Pele principles entrench the stipulations in the Charter through a set of standards 
and the requirement that all communities should be informed of the eight Batho Pele 
principles by means of the public display thereof.  The midwife should ensure that 
structures are in place to meet the Batho Pele principles including: 
• consultation with stakeholders and the consumer; 
• practising safe service standards; 
• access to health care for all in need of the care that the facility is intended to 
render; 
• courtesy to the consumer; 
• dissemination of information to appropriate persons such as other members of 
the health care team; 
• openness and transparency of consumer and provider rights and 
responsibilities; 
• redress of health inequalities; and 
• value for money (Muller, 2001:6). 
 
The implications of these principles are that health care providers should provide the 
community with: 
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• professional services of a high standard (Thomson, 2002:Editorial) supports the 
notion that woman should receive the highest quality of health care; 
• a mission statement of service delivery; 
• performance indicators for services which should be displayed for the 
community to measure the level of achievement (midwives should evaluate 
their own practice as well as the practice of others; alternatively, midwives 
should at least be able to appreciate and understand how to incorporate the 
evaluation findings into practice (Lazenbatt, 2002:1); 
• services within partnership agreements, for example with private sector and 
non-governmental organisations; 
• customer-friendly and confidential services; 
• opportunities to be consulted; 
• types of outreach which will reach the most needy; 
• easy and accessible ways of dealing with complaints; and 
• current information, such as staff duty hours and staff movement 
(http://www.doh.gov.za/policies/norms/part1a.html 20/032006). 
 
In order to achieve the aforementioned stipulations in the Batho Pele principles, 
adequate numbers and appropriately qualified health care providers should be 
available to do so.  Availability of health care providers can be linked with the type of 
duty hour shifts chosen.  Muller (2001:150) contends that there are various factors 
that can influence duty hours and shift scheduling.  She identifies different types of 
shifts such as flexi, cyclic and self-scheduling ones and alludes to the fact that each 
of the different shifts has merits in specific circumstances.  The type of shift schedule 
chosen should be informed by the principle of “people first”.  In the context of this 
study the concept “people” refers to the maternity client and the availability of 
relevant health care providers on a 24-hour basis is of paramount importance.  At a 
certain point in time meeting the needs of the maternity client may include referral to 
a higher level of care. 
 
3.2.5 Midwifery competencies in South Africa compared with international 
midwifery competencies 
 
Prescribed South African midwifery competencies compare favourably with an 
international benchmark as set by the ICM (Fullerton, et al, 2003:182) (Box 3.1). The 
following six ICM midwifery competencies have a common element, namely “high 
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quality, culturally relevant, appropriate care” applicable to the entire spectrum of 
maternity care (Fullerton, et al, 2003:182).  To avoid repetition, the concepts “high 
quality, culturally relevant and appropriate care” are only stated in ICM competency 1 
in this discussion. 
 
Box 3.1: ICM Midwifery Competencies 
Competency 1 requires midwives to have requisite knowledge and skills of social sciences, public health 
and ethics that form the basis of high quality, culturally relevant, appropriate care for the parturient 
woman and her family 
Competency 2 requires midwives to provide health education and services to parturient women, their 
families and communities 
Competency 3 requires midwives to provide care to maximize health during the antenatal period 
including early detection, treatment and referral of selected complications 
Competency 4 requires midwives to provide care during labour, including clean and safe deliveries and 
the ability to manage selected emergencies of the woman in labour and her newborn baby 
Competency 5 requires midwives to provide postnatal care 
Competency 6 requires midwives to provide care for the essentially healthy baby from birth until two 
months of age 
 
The curriculum preparing the South African midwife for practice includes the elements 
listed in the first ICM competency stipulated in Box 3.1 (SANC, 1984).  The midwife 
should be able to maintain the ethical and moral codes of the midwifery profession 
(SANC, 1984). 
The South African midwife is equipped to meet the stipulations of ICM competency 2 
via any one of three possible education programmes (SANC, 1984; SANC, 1990a).  
The SANC stipulates that the approach to teaching in the midwifery programmes 
shall be one of integration with the various fields of study, particularly in their clinical 
application (SANC, 1984; SANC, 1990a; Department of Health, 2002a). 
Based on the SANC midwifery education and practice regulations the South African 
midwife should be in a position to fulfil the stipulations of ICM competency 3.  This 
competency relates to the provision of maternity care maximizing health (SANC, 
1984 with education directives; SANC, 1990a; Department of Health, 2002a: 
Guidelines).  The following extracts from the SANC regulations support the notion 
that the South African midwife’s competencies compare favourably with ICM 
competency 3: 
62 
 
“…upon diagnosis of complications from previous pregnancies which may have an 
effect on the course of the current confinement’ the midwife should: 
• advise the patient to seek medical advice; 
• provide antenatal education to pregnant women that should be in accordance 
with other stipulations of the midwifery education programmes (SANC, 
1990a:R2488 subsection 6 (1) (b)). 
Regarding ICM competency 4 the South African midwife is required to manage 
emergencies to the best of her ability, using all necessary resources and skills 
including consulting by any possible means of communication with an appropriately 
skilled person (SANC, 1984; SANC, 1990a; Department of Health 2002a:).  Detailed 
in SANC regulation R2488 (1990a) are the stipulations for midwives in caring for 
clients during confinement, with emphasis on intrapartum care.  Specific stipulations 
of regulation R2488 (1990a) for midwifery practice include: 
• attending to women in labour; 
• the use of oxytocin; 
• the use of pre-mixed gas and air analgesia (nitrous oxide); and 
• cutting episiotomies as well as indicating contraindications for internal 
examinations, amongst others. 
In line with ICM competency 5 the South African midwife is expected to possess the 
skills and competencies to perform postnatal care (SANC, 1990a) inclusive of daily 
attending to the mother and child.  The latter regulation further indicates that the 
midwife should only discharge the mother and baby from care when both are in a 
satisfactory condition.  The midwife must also instruct the mother about postnatal 
exercises and breast-feeding, unless contraindicated; caring for herself and her child; 
recognizing abnormalities that may occur including when and where to obtain 
assistance. 
In terms of ICM competency 6 the South African midwife should provide health 
education to all women giving birth in public maternity care settings.  Health 
education includes aspects such as self-care and caring for a newborn baby; 
identifying abnormalities and how to deal with them or where to seek help (SANC, 
1990a).  Greenfield and van Coeverden de Groot (in Kibel and Wagstaff, 2001:92) 
contend that services for newborn babies should be integrated into this total health 
care.  The required care for the baby such as mother-and-child services is provided 
63 
 
by registered midwives practising in comprehensive care settings (Greenfield and 
van Coeverden de Groot in
3.2.6 Influences directing and affecting midwifery practice 
 Kibel and Wagstaff, 2001:92). 
 
It can be deduced that the midwifery services in South Africa are provided within the 
ambit of internationally accepted standards as stipulated by the ICM.  On comparing 
the midwifery education and practice regulations to the ICM gold standard for 
midwifery practice, the South African midwife should be a competent practitioner, 
provided that she receives the necessary in-service education as and when required. 
 
 
Figure 3.2 provides an illustration of influences directing and affecting decision-
making by midwife practitioners relating to women in labour in a changing birthing 
environment.  Figure 3.2 was constructed on the basis of relevant literature (Proctor 
and Renfrew, 2000:3; Bryar, 1995:43), the researcher’s own clinical expertise and 
guidance from research promoters.  The midwife should be in a position to 
incorporate the different influences demonstrated in Figure 3.2 to negotiate the 
highest quality maternity care consistent with the changing needs of the patient.  
Midwives should act in the best interests of women in labour in a changing birthing 
environment.  Due acknowledgement should be given to possible consequences 
relating to individual factors influencing midwifery practice when standards of care 
are evaluated.  The factors illustrated in Figure 3.2 can influence midwifery practice 
either positively or negatively.  Examples of the latter are presented after Figure 3.2. 
 
 
Figure 3.2: Influences directing and affecting midwifery practice (Compiled from Clow, 
2005a:3; Proctor and Renfrew, 2000:2; Muller, 2001:154; Kotzé, 1998:9) 
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3.2.6.1 Workplace environment 
 
Workplace environment refers to aspects including human and material resources, 
policies, protocols and guidelines.  A safe, nurturing working environment is regarded 
as essential for goal attainment (Muller, 2001:154).  Muller adds that a group’s level 
of professional maturity will determine whether the work environment will be 
experienced as positive or negative (Muller, 2001:154).  Institutional management is 
responsible for creating a therapeutic environment for patient care and a physically 
and emotionally safe environment for personnel (Kotzé, 1998:9).  Aspects that can 
be mentioned in this regard include sufficient staff and material resources, and 
having in place relevant policies, protocols and guidelines to ensure high standards 
and continuity of care.  Midwives may be hindered in providing care of an acceptable 
standard in the face of a poorly resourced maternity care setting the latter of which 
may result in unnecessary intrapartum referral of woman in labour. 
 
3.2.6.2 Abilities 
 
In this context the midwife’s abilities refer to her theoretical knowledge and practical 
skills as well as to past reactions to decisions taken relating to intrapartum referral.  
Midwives’ past reactions and decisions may serve as a model for more effective 
management of patients in similar circumstances in future (Proctor and Renfrew, 
2000:2).  Midwives must constantly strive to adapt to their work environment because 
they are being challenged by differing health care dynamics and demands. 
 
3.2.6.3 Clinical supervision 
 
Clinical supervision in midwifery involves the care, support and nurturing of practising 
midwives by senior midwifery colleagues (Mellish and Patton, 2000:160).  Clinical 
supervision is essential amongst health care providers because it enhances 
professional development as well as calculated risk-taking (Mellish and Patton, 
2000:160).  Clinical supervision may also be seen as a measure of discipline and 
control (Mellish and Patton, 2000:160).  Mellish and Patton emphasize that 
supervision should not imply “policing” staff but be seen as directing the progress of 
proceedings with authority, having a clear objective in mind.  The tasks of clinical 
supervision and management of midwifery services should not be vested in the same 
person as these roles have different objectives. 
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3.2.6.4 Decision making by midwife practitioners 
 
The midwife’s abilities are directly linked to how efficiently she will be able to carry 
out clinical decision-making in midwifery practice.  Clow (2005a:3) proposes three 
building blocks for effective clinical decision-making, namely knowledge, accurate full 
clinical assessment and analysis, and application of theory to clinical findings.  
Theoretical and practical skills should include the latest evidence-based practice 
changes (Proctor and Renfrew, 2000:10). 
 
Lack of knowledge or the unavailability of policies, protocols, and guidelines for 
practice may result in midwives implementing inappropriate care.  Correct use of the 
partograph is regarded as an essential procedure in midwifery practice.  A Western 
Cape study revealed a lack of knowledge on the use of the partograph (Clow, 
2005a:60).  In the same study, pre- and post-test education results on the correct use 
of the partograph revealed an improvement from 21.9% to 49.8% in implementing the 
partograph (Clow, 2005a:59). 
 
The next aspect of this chapter contains a discussion of what is regarded as good 
standards of midwifery care. 
 
3.3 THE WORLD HEALTH ORGANIZATION’S PROPOSED PRINCIPLES OF 
GOOD MATERNITY CARE 
 
The WHO proposes the following four principles of good care, namely 
communication, sound workplace administration procedures, accepted universal 
procedures, and organizing a visit.  These principles are said to be applicable to all 
contacts between skilled attendants and women and their babies (WHO, 2003:A1). 
 
3.3.1 Communication with the woman and her partner 
 
Communication refers to the verbal as well as non-verbal exchange of information 
between the provider and the consumer of maternity care.  Communication is 
regarded as one of the cornerstones of good health care.  In this regard the WHO 
proposes that the health care provider should: 
• be friendly, respectful, non-judgemental and make the woman and her partner 
feel welcome at all times; 
• use simple and clear language which encourages questioning; 
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• ask and provide information relating to the woman’s needs; 
• perform all procedures with informed consent; 
• provide the woman with a summary of most important information especially 
relating to laboratory tests and treatments; 
• verify that the woman understands emergency instructions and also when and 
where to seek help (WHO, 2003:A1). 
Implementing the latter proposals should enhance the woman’s ability to actively 
participate in her own care. 
 
3.3.2 Workplace and administrative procedures 
 
The WHO proposes the following workplace procedures to ensure good standards of 
care: 
• display workplace service hours clearly; 
• keep appointment times; 
• keep facility clean and aesthetic; 
• ensure that all supplies, equipment and drugs are available; 
• at the end of the service ensure replacement of used supplies, equipment and 
drugs; and 
• hand over essential information to the colleagues on the next shift (WHO, 
2003:A3). 
 
3.3.3 Universal procedures including prescribing and recommending 
treatment and preventive measures for the woman and her baby 
 
Treatment refers to any intervention performed by a health care provider engaged in 
caring for women in labour.  When giving treatment to be taken at home, the midwife 
should explain, explore, demonstrate, and give appropriate advice to the woman 
regarding: 
• what the treatment is and why it should be taken; 
• that the treatment will not harm the baby in fact not providing it to the baby will 
cause more harm; 
• on how to take the treatment regularly; 
• how treatment should be given; 
• any barriers that the mother may have about the treatment (WHO, 2003:A1). 
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3.3.4 Organising a visit 
 
Before the pregnant woman leaves the antenatal clinic a follow-up visit must be 
arranged according to the schedule decided upon for the specific woman (WHO, 
2003:A3).  The frequency of antenatal visits depends or each individual woman’s 
prevailing health care needs.  The Basic Antenatal Care Package is the schedule for 
antenatal visits currently implemented in South African public health sector maternity 
care.  This package acts as a guide in determining the antenatal visitation where 
women with uncomplicated pregnancies will have a maximum of five visits before 
delivery. 
 
3.4 RECORD KEEPING 
 
Record keeping is discussed in considerable detail in this study because it serves as 
a communication tool in indicating what was done for the patient before, during and 
after inter-level health service referral.  Good record keeping is an essential element 
in communication between health care providers. 
 
Keeping clinical records is the midwife’s only evidence of care provided (Muller, 
2001:63).  Records are legal documents that should give an accurate and complete 
reflection of the maternal and fetal status (Muller, 2001:63).  A partograph can also 
be a very useful referral tool because it sets norms for when midwives at MOUs 
should refer a woman in labour to a higher level of care (de Kock and van der Walt, 
2004:3-7). 
 
Using the maternity case record as a guide, information to be included in the 
woman’s records will comprise: 
• all observations on the partograph; 
• the duration of progress through all the stages of labour; 
• any maternal drugs administered during labour; 
• the status of the perineum; 
• the infant Apgar score and resuscitative measures implemented; 
• a brief physical examination of the baby; 
• whether breastfeeding was initiated or not and reasons; 
• a record of maternal blood loss; 
• any findings on examination of the placenta; and 
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• drugs administered to the baby, for example Konakion or other immunisations. 
 
3.4.1 Standards for record keeping 
 
Muller (2001:63) discuss the standards for clinical record keeping and make the 
following proposals. 
 
Legal requirements must be adhered to: 
All entries should be legible, dated, timed, signed, accompanied by a qualification 
and only SANC recognised abbreviations should be used (Muller, 2001:63). 
 
Conduct and record patient assessments: 
• Vital information to be recorded includes biographical data, and home language 
(Muller, 2001:63).  Health problems and health needs must be identified and 
recorded. 
 
Have a written plan in relation to specific interventions to address: 
• identified health needs and health problems; 
• the promotion of health and the prevention of ill health; and 
• providing evidence of continuous updating of interventions to address identified 
health needs and problems. 
 
Planned and executed midwifery care must be recorded, inclusive of: 
• the management of identified health needs and problems; 
• the management of medico-legal hazards; and 
• the execution of prescriptions and timely referral as indicated. 
 
Evaluate and document all midwifery care outcomes: 
• records should reflect appropriate evaluations as well as adaptations of 
midwifery care based on evaluations; and 
• there should be evidence of patient education, counselling and advocacy. 
 
Execute and record multi-disciplinary teamwork: 
• record referrals; 
• execute and record multi-disciplinary interventions; 
• identify, record and manage infection control risks; and 
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• identify and appropriately manage patient safety as well as medico-legal risks; 
• implement existing policies in the management of the patient’s personal 
belongings. 
 
Common problem areas in record keeping include: 
• incomplete documention; 
• non-recording,or missing records;  
• alterations made to (tampering with) records and falsifying records (Muller, 
2001:63); and 
• missing records (Muller, 2001:63) 
 
Record keeping as a means of communication, is an integral part of providing holistic 
maternity care and the importance of accurate record keeping cannot be over-
emphasized (Muller, 2001:63).  Muller (2001:63) contends that record keeping, as a 
professional-legal and ethical responsibility of the South African nurse/midwife is 
often neglected and results in problems of litigation.  SANC (1990a:1) stipulates that 
the midwife should record all interventions, including emergency actions carried out 
for the parturient woman and/or her baby, from commencement of caring until she 
discharges the woman and baby from her care in a satisfactory condition, and 
altenatively the midwife refers the parturient woman and baby to another appropriate 
health care professional including inter-level health service referral for continued 
care. 
 
3.4.2 The partograph 
 
A discussion on record keeping in midwifery care is not complete without discussing 
the partograph because this document is regarded as one of the central records 
aiding in clinical decision-making during labour (Clow, 2005a:59). 
 
Although usually done in retrospect the need for accurate diagnosis of the onset of 
labour cannot be overemphasized.  Overdiagnosis of labour may result in 
unnecessary interventions when labour is seen to be prolonged therefore the 
accurate diagnosis of onset of labour and the correct use of the partograph has been 
shown to assist with accurate diagnosis of the active phase of labour before 
admission to the labour ward (Lauzon and Hodnett in the Cochrane Library, 2004 
Issue 1).  Accurate diagnosis of the active phase of labour was found to be 
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associated with less time spent in the labour ward and less use of oxytocics and 
analgesics (Lauzon and Hodnett in
• the latent phase of labour should not exceed 8 hours (WHO, 1994:8); 
 the Cochrane Library, 2004 Issue 1). 
 
The partograph is a useful document to employ when following the progress of labour 
with respect to time.  Hofmeyr (2005:71) says there is limited evidence from 
randomised trials on the benefits as well as variations in the use of the partograph.  
One of the limitations in the use of the partograph is the clinical difficulty in accurately 
diagnosing the onset of labour (Hofmeyr, 2005:71).  However, despite different 
viewpoints regarding the value of the partograph as an assessment and diagnostic 
aid, the Department of Health (2002a:34) stipulates the use of the partograph in all 
maternity care settings in South Africa. 
 
3.4.3 The principles for using the partograph 
 
The underlying principles for using the partograph are as follows: 
• the active phase of labour commences at 3cm cervical dilatation (WHO, 
1994:5); 
• the rate of cervical dilatation for a primigravida during the active phase should 
not be less than 1cm/hour (WHO, 1994:9; de Kock and van der Walt, 2004:3-
21); and 
• vaginal examinations should be performed as infrequently as possible (no 
more than once every 4 hours) unless otherwise indicated. 
 
3.4.4 Constructing the partograph: alert and action lines 
 
The presence of alert and action lines on the partograph endorses the fact that time 
is used as an indicator of whether the 1st stage of labour progresses normally or not.  
The alert and action lines may be pre-existing or may have to be drawn on to the 
partograph.  If the partograph has a pre-drawn alert line the cervical dilatation should 
be moved up to coincide with the alert line (Department of Health, 2002a:34).  In the 
event that no pre-drawn lines exist an alert line is entered on the partograph as soon 
as the active phase of labour is diagnosed.  The alert line is drawn at a slope of 1 
cm/hour from the first cervical dilatation that is more than 3cm. 
 
The action line is drawn 2 hours to the right and parallel to the alert line, and 
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represents the extreme of poor progress of labour where maternity care intervention 
is mandatory.  In a hospital it is acceptable to draw the action line 4 hours to the right 
of the alert line whereas in a community that is far from the referral hospital and 
where the possibility of delay in transport may exist, the action line is drawn 2 hours 
to the right of the alert line (Department of Health, 2002a:34).  The position of the 
action line will indicate when referral should take place. 
 
3.4.5 The cervicograph 
 
The component of the partograph reflecting the progress of labour has as its central 
feature a graph where cervical dilatation after vaginal examination is plotted against 
time (WHO, 1991:30).  Any slow dilatation of the cervix in a woman in labour can be 
identified at a glance when looking at the correctly completed partograph.  Slow 
cervical dilatation would be an indication for closer monitoring as there is a risk of 
prolonged or obstructed labour developing. Measuring cervical dilatation in labour is 
one of the criteria where a relatively good correlation between different clinicians is 
found.  Buchmann  (2005b:53), in a study involving 446 women in labour, found an 
acceptable level of agreement between the researcher and clinicians on cervical 
dilatation. 
 
3.4.5.1 Descent of the presenting part 
 
Other than cervical dilatation, engagement of the presenting part into the pelvic brim 
and descent of the presenting part in relation to the ischial spines will provide a good 
understanding of whether there is a possibility of labour becoming obstructed.  It 
appears that some clinicians may disregard the value of this criterion in assessing 
the progress of labour, as is illustrated in the study by Buchmann (2005b:53).  In this 
study Buchmann found a fair to moderate degree of agreement beteen the 
researcher and clinicians on assessing engagement of the presenting part in fifths 
above the pelvic brim.  This researcher suggests that assessing engagement of the 
fetal presenting part is one of the skills that may either be too difficult to assess, 
alternatively clinicians may not attach significant value to this parameter of monitoring 
progress in labour. 
 
All findings, treatments, reasons for referral and follow-up treatment should be 
recorded as contemporaneously as possible because record keeping forms an 
integral part of midwifery care. 
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3.5 THE WOMAN IN ABNORMAL LABOUR 
 
Before discussing the care of a woman with abnormal labour the reader is briefly 
introduced as to what is meant by the concept normal labour.  Labour represents the 
end of pregnancy and the commencement of extra uterine life for the newborn baby.  
Clinically the diagnosis of labour is made when uterine contractions and cervical- 
dilatation and effacement are present (Enkin, et al, 1996:221; McCormick, 2003:435). 
 
The Department of Health (2002a:31) states that labour is diagnosed when there are 
painful uterine contractions accompanied by at least one of the following: cervical 
dilatation, rupture of the membranes or ‘show’.  Pattinson and Fawcett (2005:28) also 
propose that labour can be diagnosed when regular painful uterine contractions 
occur as well as cervical changes, ruptured membranes, or ‘show’.  The common 
elements emanating from the above explanations of what is meant by labour include 
reference to the cervix, uterine contractility, status of the membranes and ‘show’.  
What is evident from the explanations is that definitions of labour can be regarded as 
contextually relevant. 
 
Enkin, et al (1996:224) state that normal labour can be defined in terms of the total 
duration of labour or as the rate at which cervical dilatation occurs in centimetres per 
hour.  They emphasise that the duration of labour and cervical dilatation should be 
interpreted against the woman’s total wellbeing.  Fetal wellbeing forms an integral 
part in assessing normality or abnormality of labour. 
 
Gould (2000:418) constructs a definition of normal labour consisting of measurable 
criteria of normal labour.  Gould made use of women’s inputs, midwifery and medical 
textbooks as well as inputs of a group of midwives from the Association of Radical 
Midwives when these criteria were compiled.  According to Gould, labour is regarded 
as normal when: 
• there are no problems in pregnancy;  
• labour starts spontaneously any time from 37 to 43 weeks of gestation; 
• amniotic fluid is clear;  
• regular uterine contractions occur with increasing frequency and intensity; 
• progressive cervical effacement and dilatation occur, membranes bulging with 
contractions; 
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• progressive descent of the presenting part through the birth canal results in 
spontaneous delivery of a live, healthy baby; 
• mother and baby show no abnormality; and 
• complete expulsion of the placenta and membranes take place (no mention is 
made about unaided expulsion including active or passive management or 
otherwise). 
Sellers adds the fact that the fetal lie must be longitudinal and of a cephalic type 
(Sellers 1993:360). 
 
Even though time span, in terms of duration of labour, is not included as one of the 
measurable criteria of normal labour, timing of the different stages of labour has 
become a key means of differentiating normal from abnormal labour (Gould, 
2000:421; Pattinson and Fawcett, 2005:2).  There are many international variations 
of what normal time limits for labour should be.  What should be borne in mind is that 
women are all different and what is slow labour for one woman may be acceptable 
for another, depending on, amongst other things, the specific circumstances 
(Chapman, 2003:57).  Some women may therefore labour much slower than others 
may, but they may still proceed to have a normal vaginal delivery provided that both 
mother and fetus are well.  Arguments supporting the difficulty experienced in setting 
time limits for normal labour are: no one really knows exactly when labour 
commences and the fact that the rate of cervical dilatation differs from one woman to 
the next. 
 
3.5.1 Care of the woman with abnormal labour 
 
When diagnosing abnormal labour patterns the Department of Health (2002a; 43) 
uses the criteria illustrated in Box 3.2. 
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Box 3.2: Department of Health diagnosis of abnormal labour patterns 
PATTERN LABOUR PROGRESS INDICATOR 
Abnormalities of the 1st stage of labour 
Poor progress in latent phase >8hrs 
Poor progress in active phase Cervix dilates at less than 1cm/hr/crosses the action line 
Abnormalities of the 2nd  stage of labour 
Prolonged 2nd Fetal head not descended onto pelvic floor after 2 hours of full 
cervical dilatation 
 stage of labour 
Delivery has not occurred • 45 minutes of active pushing in nullipara 
• 30 minutes of active pushing in multipara 
 
3.5.2 Managing abnormal labour patterns of the 1st stage of labour 
 
The Department of Health (2002a:39) protocol for the management of poor progress 
in the latent phase of labour is by means of excluding other causes of pain, including 
urinary tract infection and placenta abruption; false labour and fetal distress followed 
by oxytocin augmentation of labour.  Some of the interventions listed below (marked 
with *) conventionally fall outside the responsibilities of the midwife’s scope of 
practice, in which case the patient will have to be referred to a higher level of care.  
The Department of Health (2002a:39) protocol for management of poor progress in 
the active phase of labour is by excluding cephalopelvic disproportion, 
malpresentation and fetal distress followed by caesarean section; also intervention 
with oxytocin augmentation if there are no contractions and no indication for an 
emergency caesarean section.  Ensure adequate maternal hydration with 
intravenous Ringers–Lactate 120-140ml/hr, empty bladder, provide good support and 
information and good analgesia.  The presence of thin meconium stained liquor 
requires no treatment while thick meconium stained liquor is associated with 
increased risk of fetal distress. 
 
According to the Department of Health (2002a:42) the presence of thick meconium 
stained liquor should be managed by: 
• transfer to a referral hospital, unless delivery is imminent; 
• amnioinufusion; and 
• cardiotocograph monitoring of the fetal condition. 
Further management includes the thorough suctioning of the mouth and nose with a 
size 12 catheter as soon as the head extends at delivery to prevent the baby from 
aspirating meconium particles that may be present in the upper air passages.  
Additional suctioning of the infant’s air passages under direct vision is performed 
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immediately after the birth of the baby. 
 
3.5.3 Managing abnormalities of the 2nd
• exclude cephalopelvic disproportion, malpresentation and fetal distress which 
would necessitate caesarean section*; 
 stage of labour 
 
If no bearing down effort after 1 hour of full cervical dilatation is present the 
Department of Health (2002a:43) protocol is as follows: 
• rupture membranes, if still intact, and encourage maternal bearing down; and 
• oxytocin induction* if in a hospital setting and continue monitoring maternal 
fetalcondition.  If the baby is not delivered within 1 hour a caesarean section*is 
done.  With good maternal pushing efforts but no descent of the presenting 
part, a vacuum extraction should be performed by a suitably qualified midwife 
provided the fetal head is not more than 1/5 above the pelvic brim on abdominal 
palpation.  If the fetal head is >2/5ths above the pelvic brim a caesarean 
section must be performed*. 
 
3.6 CONCLUSION 
 
In this chapter South African midwifery practices within specific professional and 
legal frameworks were discussed with midwifery professional practice regulations 
which direct the midwife in her practice.  One of the duties of a midwife at lower level 
maternity care is to identify the need for assistance and appropriately refer women in 
labour under her care.  For this purpose, and despite existing challenges, the midwife 
must be fully informed and experienced in providing the highest quality of maternity 
care. 
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CHAPTER 4 
 
RESEARCH DESIGN AND METHODS 
 
4.1 INTRODUCTION 
 
In Chapter 3 the reader was presented with a description of the legal and 
professional framework for South African midwifery as well as a comparison of the 
competencies of South African midwives with those proposed by the International 
Confederation of Midwives.  Having introduced the research design and method of 
this study in Chapter 1, Chapter 4 provides a more detailed discussion on this aspect 
of the study. 
 
4.2 GOAL, OBJECTIVES AND RATIONALE OF THE STUDY 
 
As indicated in chapter 1, the goal of this research study was to explore and 
describe the inter-level health services referral of women in labour by midwives, in 
order to design guidelines for midwives and other relevant maternity care providers 
on inter-level health service referral in the public health sector. 
 
In order to provide a complete discussion on the research design and method for this 
study, the objectives for the different stages of the research, are repeated here.  The 
study was conducted in three stages and the objectives for the respective stages 
were as follows: 
Stage 1 Objectives 
The objectives for stage 1 of the study were to: 
• compile a profile of the midwives at lower level maternity care centres included 
in the study; and 
• explore and describe the perceptions and experiences of midwives working at 
lower level maternity services who are responsible for inter-level health service 
referral of women in labour. 
Stage 2 Objective 
The objective of stage 2 of the study was to: 
• describe, by means of the analysis of maternity case records, the following 
aspects of inter-level health service referral of women in labour: 
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o the profile of women admitted to MOUs who are referred to higher levels 
of care; 
o the appropriateness of midwifery referral; and 
o the maternity care implemented by health care providers during inter-level 
health service referral of women in labour. 
Stage 3 Objective 
The objective of stage 3 of the study was to: 
• develop guidelines that can be used by midwives and other relevant maternity 
care providers on inter-level health service referral of women in labour. 
 
The rationale for this study was to develop guidelines on inter-level health service 
referral for women in labour that can contribute to a more beneficial utilization of 
maternity care services in order to improve the maternal and neonatal outcome of 
labour. 
 
4.3 RESEARCH DESIGN AND METHOD 
 
The research design consisted of a combination of quantitative and qualitative 
methods and as indicated the research was conducted in three stages.  The research 
design for the first objective of stage 1 of this study was quantitative in nature, while 
the research design for the second objective of stage 1 of the research was 
qualitative in nature.  A quantitative research design was also used for stage 2 of the 
study.  In stage 3 guidelines were designed for use by midwives and other relevant 
maternity care providers during inter-level health service referral of women in labour. 
 
Before discussing the different stages of the researcher process, the researcher will 
give a brief critique for choosing the particular research design and method for the 
study. 
 
4.3.1 Crituique of the research design and method: an overview 
 
Research critique involves the careful examination of a study or aspects thereof to 
judge its strengths, limitations, meaning, and significance (Burns and Grove, 2003:8).  
By presenting the following critique on some methodological issues, the researcher 
merely wants to demonstrate her understanding that no research is flawless.  Burns 
and Grove (2005:617) concede that critique of research methodologies is important 
because flaws in the reasoning process used to develop the study is likely to result in 
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flaws in interpreting the meaning of the findings.  These authors furthermore concur 
that all studies have flaws but that if these can be recognized it will contribute to 
better understanding, prediction and control of phenomena that may affect the quality 
of the research. 
 
4.3.1.1 Critique on the qualitative section of the study 
 
Purposive sampling used in qualitative sampling allows for limited sample sizes 
wehich reduces generalizability of findings, but because of the nature of qualitative 
research findings, these are contextual and case dependent (Patton, 2002:356).  
Because qualitative researchers hae no intention of genelarizing findings, the quality 
of the data is more dependent on the richness and density of the data rather than the 
sample size (Burns and Grove, 2005:359). 
 
The quality of data obtained through interviewing depends largely on the interviewer, 
although when using an interview guide there is always a possibility that the 
researcher will not include all questions and resultantly omitting salient topics 
(Patton, 2002:349).  However, an advantage of using interview guides to collect is to 
pre determine the sequence and the wording of questions.  Researcher flexibility in 
sequencing and wording as new topics emerge may result in different responses 
from different perspectives which may result in reducing the comparability of 
participant responss (Patton, 2002:349). 
 
The researcher conducted the interviews for this study and some reasons for for the 
coice of data collection strategy included familiarity with the research environment, 
potential research participants and a mutually trusting relationship because the 
researcher has been working with the researcher has worked with the participants for 
an extended period of time. 
 
The researcher was a midwifery lecturer and clinical accompanier for some 
participants and although unlikely from a personal perspective, these participants 
might have been intimidated by the researcher as interviewer, which could have 
resulted in them giving minimal responses or alternatively, giving responses which 
they thought would satisfy the researcher.  In some instances other topics that are 
not listed in the interview guide, but are important to the interviewee, may emerge 
during the interview (Burns and Grove, 2003: 326).  The researcher is mindful of the 
fact that similar data might have been generated through quantitative methods 
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because some questions lend themselves to numerical answers (Patton, 2002:13).  
However if one wants to know the meaning of issues, people’s thinking about these 
and how such issues affect them, one needed to ask them questions to determine 
their experiences (Patton, 2002:13). 
 
The interviews with the two managers did not generate the required data.  This is 
probably due to the fact that the two participants are potentially identifiable due to the 
small number of people occupying these senior posts and therefore they were 
perhaps reticent to say too much in case confidentiality would not be maintained. 
 
4.3.1.2 Critique on the quantitative section of the study 
 
As indicated earlier the researcher expressed concern about her inability to select the 
statistically determined required sample size of MCRs for the study because she is 
cognizant of the significance of a representative sample in quantitative research due 
to the fact that quantitative research (Burns and Grove, 2005:354).  These authors 
(2005:354) contend that a study should not be conducted if one cannot obtain a 
sufficient sample size and it is highly likely that the small sample size of this study is 
probably less representative for the target population (Burns and Grove, 2005:355).  
However in light of the uniqueness of the dynamic changes and challenges that 
prevailed in the research area, at the time of data collection, the researcher is of the 
opinion that the decision to continue with the research is justifiable.  The researcher 
may have defined the sampling criteria narrowly to promote selection of a 
homogenous sample of MCRs of women who were referred from lower to higher 
levels of care (Burns and Grove, 2003 326). 
 
In the section of the study that dealt with the midwives’ profile and other 
demographics the researcher aimed at 100% sampling due to the small research 
population size.  However, she achieved a sample size of 87% which resembled the 
target population in terms of age, ethnicity, educational level and professional 
qualifications (Burns and Grove, 2005:344). 
 
Similar to the qualitative section, the researcher was responsible for data collection in 
the quantitative section of the study.  The test items included in the data collection 
instrument were informed by the MCR, researcher expertise, inputs from the 
research promoters as well as a statistician.  Anecdotal evidence existed that record 
keeping was a bone of contention.  The researcher probably under estimated the 
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possible impact of poor record keeping on the quality of the data generated.  In 
addition to thepoor state of record keeping, major organizational changes in 
maternity service delivery occurred midway during the research process.  From the 
research findings it is evident that the research area was severely resource poor. 
 
The different stages of the research process will now be discussed. 
 
4.3.2 RESEARCH DESIGN AND METHOD: STAGE 1 
 
Research design refers to the overall plan followed by the researcher to find answers 
to the research questions and it is based on scientifically accountable principles (Polit 
and Hungler, 1997:465; Babbie and Mouton, 2002, xxvi).  The research design 
provided a structured framework for conducting the research and was aimed at 
solving the research problem (Babbie and Mouton, 2002:xxvi).  Research 
methodology refers to the methods and procedures used in implementing the 
research design (Babbie and Mouton, 2002:xxvi).  A detailed discussion of the 
research design and methods for this study will now follow. 
 
4.3.2.1 Research design: Stage 1 
 
In an effort to obtain different perspectives on the study topic, a combination of 
quantitative and qualitative, exploratory, descriptive, and contextual research designs 
was implemented.  Patton (2002:5) contends that multiple research methods, 
including combinations of quantitative and qualitative research, are common. 
 
A quantitative, descriptive, and contextual research design was implemented for the 
part of the study addressing the compilation of a profile of midwives at MOUs in the 
research area who were involved in inter-level health service referral of women in 
labour.  For the part of the study dealing with the experiences and perceptions of 
midwives, a qualitative, exploratory, descriptive, and contextual research design was 
implemented. 
 
a. Quantitative research 
 
Burns and Grove (1997:27) describe quantitative research as a formal, objective, and 
systematic process where numerical data are utilised to generate information about 
the world.  Quantitative methods are better suited than qualitative methods to 
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answering certain types of research questions, as the data can be used to calculate 
averages, incidences and applied to other summarizing methods to describe the 
nature and extent of any matter being investigated.  According to Polit and Hungler 
(1997:466), quantitative research investigates matters that lend themselves to 
precise measurement and quantification, and often involve vigorous and controlled 
design.  Quantitative analysis is viewed as the manipulating of numeric data using 
statistical procedures, for the purpose of describing phenomena or assessing the 
magnitude and reliability of relationships between them (Polit and Hungler, 
1997:466).  Creswell (1994:2) adds that quantitative research on occasion 
investigates social or human problems.  Such investigations are based on testing a 
theory composed of variables, measuring it with numbers, and analysing it using 
statistical testing, with the aim of determining whether the predictive generalizations 
of the theory are true. 
 
The first objective of stage 1 of this study as well as the stage 2 objectives utilized a 
quantitative design.  The compilation of the profile of midwife participants as well as 
the analysis of maternity case records (MCRs) utilized simple descriptive statistics to 
analyze the data obtained for these objectives.  Elements of a quantitative design 
may not have been met in this study such as the aborted attempt to obtain a random 
sample of MCRs based on statistical calculations. 
 
b. Qualitative research 
 
Qualitative research has emerged as a scientifically accountable, relevant method of 
research applicable to the social sciences, to which nursing and midwifery, as human 
health care sciences, are closely aligned.  Mason (1996:4) states that qualitative 
research is aimed at providing rounded understandings on the basis of rich, 
contextual, and detailed data.  Qualitative research will, therefore, give an accurate 
description of a life experience.  Polit and Hungler (1997:197) state that the design of 
a qualitative study is an emergent design.  As a consequence of the researcher’s 
desire to base the investigation on the participants’ understanding of the 
phenomenon, the study design typically evolved during the course of the study.  
Tutty, Rothery and Grinnell (1996:4) define qualitative research as: “the study of 
people in their natural environment as they go about their lives.  It tries to understand 
how people live, how they talk and behave, and what captivates and distresses 
them… it strives to understand the meaning that people’s world and behaviours have 
for them”.  Burns and Grove (1999:475) add that qualitative research is a systematic 
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and subjective approach for describing life-experiences and giving them meaning. 
 
Hence a qualitative approach for the 2nd
 
 objective of stage 1 of the research was 
selected, as this aspect of the study did not lend itself well to a quantitative design.  A 
qualitative approach was also the most suitable method to address this objective.  In 
this objective, the experiences of midwives relevant to referring women in labour from 
a lower to a higher level of care were investigated.  Because people respond in 
unique ways to different situations, varied responses from midwives could be 
expected.  In this regard there was no ‘right’ or ‘wrong’ response that could be 
universally applied. 
The research design for this part of the study, which dealt with the experiences and 
perceptions of people, was also exploratory, descriptive, and contextual.  These 
principles will now be discussed. 
 
c. Exploratory research 
 
Neuman (1994:19) and Burns and Grove (2007:404) contend that exploratory 
research is undertaken to explore relatively unknown research areas, thus enabling 
the researcher to gain new insight and understanding into a phenomenon.  
Exploratory research is done by gathering data and observing emerging patterns, 
especially in fields of research where little work has been done (Patton, 2002:193, 
and 239). 
 
In this study, the researcher explored the perceptions and experiences of midwives 
relating to the management of women in labour, from the time of their admission to 
an MOU until referred to a higher level of care.  This stage of the research study was 
well suited to an exploratory approach, because the variables and theory base for the 
topic were unknown (Bluff and Holloway, 1994:156) due to the fact that no previous 
studies could be accessed on the perceptions and experiences of midwives who 
referred women in labour from lower to higher levels of care. 
 
d. Descriptive research 
 
According to Polit and Hungler (1997:700), descriptive research is a study which 
demonstrates an accurate portrayal of the characteristics, situations, persons or 
groups, and/or the occurrence of a specific phenomenon, as the main objective.  In 
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the opinion of Burns and Grove (1997:55), research is descriptive when it aims to 
explore and describe phenomena in real life situations.  A descriptive design is used 
to search for accurate information about the characteristics of a particular group 
(Brink 2003:109). 
 
A descriptive design was used for this part of the study as perceptions and 
experiences of midwives responsible for the inter-level health service referral of 
women in labour were described.  The researcher was interested in describing the 
views of the midwives, acquired verbally rather than numerically, concerning the 
process, meaning, and understanding of their experiences when referring women in 
labour (Mouton and Marais, 1988:44). 
 
e. Contextual research 
 
Contextual research refers to the environment and the conditions in which the study 
is conducted, with consideration of the participant’s location (Holloway and Wheeler, 
2002:34).  This type of research seeks to avoid separation of the components from 
the larger context to which the elements may be related.  In other words, the 
phenomenon of interest incorporates the immediate environment and physical 
location of the people studied.  This phase of the study was contextual in nature 
because it aimed to focus on the specific properties that pertained to an issue, in 
other words it studied the issue in terms of its immediate context (Strauss and 
Corbin, 1990:96).  During their interviews the participants for stage 1 of this study 
remained in the same physical context in which they were working. 
 
4.3.2.2 Research methodology: Stage 1 
 
The research method is the technique used during the research process (Burns and 
Grove, 2007:13; Parahoo, 1997:397). 
 
a. Research population and sampling 
 
The research population can be defined as the “entire aggregation of cases that meet 
the predetermined set of criteria” (Polit and Hungler, 1997:470).  Babbie and Mouton 
(2002:173) argue that the target population is made up of specified study elements.  
The research population for the 1st objective of stage 1 comprised all midwives 
working at identified lower level maternity services in the Nelson Mandela 
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Metropolitan Municipality who were responsible for inter-level health service referrals 
of women in labour to the designated referral hospital. 
 
The target population consisted of 48 midwives allocated to the MOUs in the 
research area.  All were invited to participate in the study. 
 
• Eligibility criteria 
 
According to Polit and Hungler (1993:173), eligibility criteria are defined as those 
characteristics that delineate the population of interest.  Participants eligible for 
inclusion in this study included all midwives working in MOUs in the Nelson Mandela 
Metropolitan Municipality with experience in inter-level health service referral of 
women in labour from lower to higher levels of care. 
 
The criteria for including participants in the study for objectives 1 and 2 of stage 1 
were as follows: 
• all midwives allocated to MOUs in the Nelson Mandela Metropolitan 
Municipality were invited to participate in the study after either an initial 
telephone or personal contact; and 
• midwives who accepted the invitation to participate in the study were given a 
written invitation in the form of an information letter, accompanied by an 
informed consent form that each had to complete and sign (Annexure C1 to 4).  
Two witnesses co-signed each completed informed consent form. 
 
b. Sampling 
 
For quantitative research, sampling entails the selection of a group of participants 
who will be representative of the population studied (Katzenellenbogen, Joubert and 
Yach, 1995:74; Patton, 2002:43).  In the case of qualitative research, sampling is 
directed by the relevant experience of the participants.  In this regard, Streubert and 
Carpenter (1995:23) and Burns and Grove (2007:348) argue that participants are 
selected on the basis of their first-hand experience with a culture, phenomenon or 
social interaction, thereby providing an in-depth understanding of the phenomenon 
being studied. 
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i Sample size for objective 1 of stage 1 
 
Since the number of midwives working at MOUs in the Nelson Mandela Metropolitan 
Municipality is relatively small and usually does not exceed 12 per department, the 
researcher attempted to include all 48 midwives from the four MOUs in this area.  
Due to attrition, the sample comprised 42 midwives (an 89% response rate) who 
accepted the invitation to participate in the study.  Of the six midwives not included in 
the study, two declined the invitation to participate.  The remaining four midwives 
were not available at the time of data collection as they were on leave of absence.  
All midwives included in the study gave their informed consent (Annexure C1 to 4), 
signed in the presence of the researcher. 
 
ii Sample size for objective 2 of stage 1 
 
Purposive sampling was used to recruit the midwives for the 2nd objective of stage 1.  
Purposive sampling is said to be an acceptable method used in exploratory research 
where the researcher wishes to do an in-depth investigation into particular types of 
cases, thereby gaining a deeper understanding of the matter being studied (Patton, 
2002:46).  This sampling method is based on the assumption that the researcher’s 
knowledge about the population can be used to handpick cases for inclusion in the 
sample (Polit and Hungler, 1997:229).  The researcher frequents the clinical area as 
an accompanier of midwifery students in the maternity research area and thus knew 
which midwives were able to provide rich data. 
 
Burns and Grove (2007:348) are of the opinion that the sample size depends on the 
quality of the information obtained from the participants rather than the number of 
participants included.  Saturation of data occurs when no new or relevant data 
emerge on specific categories (Burns and Grove, 2007:348).  The sample size for the 
2nd
As the study developed the need was identified for including data from interviews 
with a midwifery manager as well as an ambulance services manager involved with 
inter-level health service referral of women in the research area.  Interviews were 
then conducted with the two relevant persons.  Insight gained from these interviews 
will be reflected in the discussion of midwives’ perceptions and experiences of inter-
 objective of stage 1 was dependent on when saturation of data occurred.  The 
sample size of 13 was informed by the fact that saturation of data occurred at this 
point. 
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level health service referral of women in labour. 
 
4.3.2.3 Data collection Stage 1 
 
Data for stage 1 were collected, commencing in July 2003 and ending in April 2004.  
The reason for this extended period of data gathering was that the researcher 
underwent major surgery during November 2003 (see limitations of the study), with 
consequent delays in the research process. 
 
a. Data collection instrument and procedure: Stage 1 Objective 1 
 
The quantitative data for the 1st
 
 objective of stage 1 were collected using a self 
administered questionnaire (Annexure D).  The questionnaire comprised questions 
relating to demographic data, professional qualifications, years of midwifery 
experience as well as experience in different areas of midwifery, such as antenatal 
and labour ward experience.  The last item on the questionnaire was an open-ended 
question; requesting participants to provide their written responses on the inter-level 
health service referral of women in labour. 
 
The researcher personally handed the sealed questionnaires to the participants.  
Attached to each questionnaire was an introduction, informing them of the goals and 
context of the study and requesting participants to complete the questionnaires 
honestly and individually (Annexure C1 to 4).  An informed consent form was also 
attached (Annexure C1 to 4).  Participants undertook to complete the questionnaires 
during working hours.  The completed questionnaires were placed in envelopes 
provided for this purpose and participants handed the questionnaires in the 
envelopes directly to the researcher.  Alternatively, the completed questionnaires 
could be placed in a container provided for this purpose in the duty room of each 
MOU. 
 
b. Data collection instrument and procedure: Stage 1 Objective 2 
 
Semi-structured interviews with participants were conducted in order to explore and 
describe the perceptions and experiences of midwives working at lower level 
maternity services who were responsible for the inter-level health service referrals of 
women in labour (see Annexure E for the interview schedule). 
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i General introduction and entrance into the research area 
 
Upon entering the research area, the researcher initially established contact with the 
midwife in charge of the particular MOU.  This initial contact was either face-to-face 
or by telephone whichever best suited the midwife in charge. 
 
At each first meeting with prospective participants the researcher was introduced by 
the midwife in charge to those midwives she may not have met before (these were 
very few).  The researcher introduced the research topic and extended an invitation 
for participation in the study to all midwives at the specific unit.  Appointment times 
were scheduled based on the on-duty times for those midwives who indicated a 
willingness to participate in the study.  A time and place suitable for both participant 
and researcher were then decided upon.  At the scheduled time, the researcher met 
the prospective participant.  In most instances the interview session could be 
conducted as scheduled.  Two of the interviews were temporarily suspended 
because the interviewees had to attend to women in labour.  The interviews were 
recommenced after some recapping of what had transpired in the interview prior to 
disruption, including playing back the recorded section of the interview to the 
participant.  The researcher did the interview transcriptions within 48 hours of 
conducting each interview. 
 
The 13 participants interviewed were allocated pseudonyms by the researcher, 
starting with the first letter of the alphabet.  The name allocated to a participant was 
the first name that came to mind of the particular letter of the alphabet.  For example 
the first interviewee was named Abby.  All the participants have been involved in the 
inter-level health service referral of women in labour for varying legths of time. 
 
ii. The role of the researcher 
 
According to Marshall and Rossman (1995:59), the researcher is the “instrument” in 
the study that is conducted; use of the self is thus an important factor in the process 
of qualitative research.  Babbie and Mouton (2002:293) and Wickham (2006:117) are 
of the opinion that the researcher should be open and willing to examine new ideas 
and stimuli when conducting an exploratory study.  The researcher made use of the 
phenomenon of bracketing during data collection and analysis to deliberately 
suspend previous knowledge.  Although the approach was challenging, the 
researcher, as a practising midwife educator, continuously strove to eliminate 
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preconceived knowledge about the topic being studied.  This enabled her to be open 
to new knowledge and perspectives on the topic being studied.  The researcher 
focused on the following aspects which could have influenced the study: 
• she conducted the interviews in the MOUs where the participants worked, 
which was conducive to the participants freely discussing their experiences and 
opinions; 
• she listened attentively during the interviews, maintained eye contact and 
showed interest and empathy; 
• she encouraged feedback from participants through the use of specific 
communication skills such as paraphrasing, minimal verbal responses, 
clarifying and reflection techniques; 
• she used an appropriate level of questioning at the beginning of the interview; 
• she handled emotional outbursts professionally; and 
• she portrayed a non-judgemental and unbiased attitude (compare Creswell, 
1998:131).  In addition to the above considerations, the communication skills 
highlighted below were exercised. 
 
iii. Communication techniques 
 
Brief explanations of the non-directive communication skills implemented to 
encourage the participants to express their feelings during the interview, now follow: 
• Paraphrasing: Paraphrasing refers to the researcher repeating in her own 
words the ideas, opinions and feelings of the participant, in order to ensure she 
understands the interviewee correctly (Okun, 1992:70; Burns and Grove, 
2007:548). 
• Reflecting: Reflecting on a primary level that which the participant 
communicates verbally or non-verbally, refers to the researcher communicating 
the understanding and the perspectives of the participant back to her (Okun, 
1992:70; Rothman, 1997:88). 
• Minimal verbal response/attending: Minimal verbal response/attending 
behaviour is a technique which is used to show the participant that the 
researcher is listening to her.  Examples of minimal verbal response are the use 
of eye contact and facial expression, encouraging communication by leaning 
slightly forward, nodding agreement and minimal utterances such as ‘um’, 
‘hmm’ or ‘yes’.  This type of alerting behaviour demonstrates to the participant 
that the researcher is honest, sincere, empathetic, understanding and 
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demonstrating respect towards the participant (Okun, 1992: 70; Rothman, 
1997:88). 
• Clarifying: Clarifying is an attempt to understand the nature of the participant’s 
statement, as well as to verify information (Okun, 1992:70; Rothman, 1997:88). 
• Summarizing: Summary is a communication technique used throughout the 
interview and at the end of the session to identify the most important affective 
as well as cognitive highlights of the interview.  The participant is encouraged to 
share her feelings after having evaluated the session (Okun, 1992:71). 
 
The researcher also used non-verbal behaviour such as: occasional nodding; 
smiling; touching and hand gesturing; maintaining eye contact; leaning forward 
towards the participant; maintaining a moderate rate of speech; and employing a firm 
supportive tone of voice.  Such non-verbal behaviour was intended to convey 
warmth, understanding, attentiveness, and efficacy, which were congruent with 
verbal behaviour towards the participant (Okun, 1992:71).  Recognition of the 
participants’ nonverbal communication by the researcher gave the participant a 
sense of being understood at a level deeper than merely verbal. 
 
An average of 60 minutes was allowed per interview, although this was subject to 
change depending on the circumstances.  The researcher once again reassured the 
participants that their anonymity and the confidentiality of information were assured. 
 
The participants were not interrupted when speaking and an attempt was made to 
allow interviews to resemble a conversation.  The interviewer avoided giving the 
participant guidance or advice during the interview and, instead, guided her tactfully 
back to the topic when the need arose.  The research interview was concluded 
appropriately by the researcher thanking the participant for her time and cooperation 
(Kvale, 1983:174-178; Uys and Basson, 1991:66). 
 
iv. Interviewing 
 
Interviewing, supplemented by field notes and observations, was the major method of 
data collection for the 2nd objective of stage 1, because it was the most suitable and 
appropriate method of data collection for this part of the study.  The specific 
interviewing strategy used was semi-structured interviews.  The researcher was the 
data collection instrument because she conducted the interviews.  Patton (2002:417) 
states that when a researcher conducts an interview, (s)he literally enters another 
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person’s world temporarily.  Patton calls this “walking a mile in one’s head”.  This 
author contends that the researcher must be interested in what the participants have 
to say and must also believe that the thoughts and experiences of the participants 
are of value.  The researcher is of the opinion that she met Patton’s criteria for ethics 
(2002:417) in interviewing because the researcher is a practising midwife educator 
and researcher in the field of midwifery who is concerned with the improvement of 
the care provided to parturient women.  Furthermore the researcher has also 
completed courses and workshops on research methodology as well as having 
conducted qualitative research at postgraduate level. 
 
Using interviews to collect data allows the researcher to probe beyond a simple 
answer and provides an opportunity for clarification of ambiguous replies and for 
exploring more deeply people’s perceptions and views on issues.  Semi-structured 
interviews can be described as interviews with the purpose of gathering descriptions 
of perceptions and experiences of participants with a view to obtaining an in-depth 
understanding of the phenomenon being studied (Brink, 2003:178).  Semi-structured 
interviews allow for comparisons between people as well as for obtaining a better 
understanding of people (Tutty, et al, 1996:56). 
 
The semi-structured interview was chosen as data collection tool for this objective of 
the study, as topics and issues to be covered were specified in advance, in outline 
form.  The sequence and wording of questions could be manipulated during the 
course of the interview, taking special care not to change the meaning of questions. 
 
Interviews were audio tape recorded, to ensure that all verbal responses were 
captured.  The tapes were coded to ensure anonymity and no names appeared on 
them.  These tapes will be destroyed when the research study has been completed 
and no need for possible audit of data has been identified. 
The same questions were put to all of the participants.  The questions were posed 
individually to each participant, allowing appropriate opportunity for responses, as set 
out in the interview guide (Annexure E).  The researcher opted to use an interview 
guide because she had decided beforehand what topics she wanted to cover, as well 
as the sequence and wording of the questions in the course of the interview.  This 
approach enabled her to collect data systematically and also to keep the interviews 
fairly conversational (Patton, 2002:348). 
 
After posing questions individually, participants were asked to elaborate on aspects 
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of care provided as important and relating to the topic.  The researcher used the 
interviewing techniques mentioned earlier to encourage the participant to express her 
feelings during the interview.  Participants were assured of the fact that they were 
under no obligation to participate in the study and that they were free to withdraw at 
any stage of the study without fear of victimization or intimidation. 
 
v. Field notes 
 
Field notes were used as an adjunct to interviews as a data collection tool (Annexure 
F).  Polit and Hungler (1995:462) and Streubert and Carpenter (1995:155) describe 
field notes as notes taken by the researcher regarding her observations made about 
people, their behaviour and surroundings during the interview.  Interpretation of 
observations includes behaviour by the participant such as hesitancy, frowning, 
becoming emotionally upset and/or displaying nervousness by wringing of the hands.  
Polit and Hungler (1995:462) argue that it is important for the researcher to record 
observations while still in the process of collecting information because memory 
failures are bound to occur. 
 
The reason for taking the field notes immediately after, and sometimes during, the 
interviews was the fact that the information was still fresh in the researcher’s 
memory.  For this purpose the researcher was required to refine her skills regarding 
the making of detailed memory notes during the interview.  Memory note making is 
essential because the researcher cannot openly take notes during the interview since 
this would undermine her role as an equal partner in the interview set-up (Polit and 
Hungler, 1997:273).  Overt note taking during the interview would also interfere with 
the flow of communication because unnecessary physical barriers would be created. 
 
Polit and Hungler (1997:273) describe the following types of field notes that might be 
used, according to the purpose they will serve during the analysis and integration of 
the information. 
• Observational notes 
Observational notes describe objectively what is seen or heard concerning 
information such as time, place, activity, and dialogue.  They tell who said or did 
what, under specific stated circumstances.  An example of this type of note is 
the way the room is organized for the interview (see Annexure F). 
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• Methodological notes 
Methodological notes provide instructions, reminders, and critical comments for 
the researcher as to how subsequent observations should be made.  These 
types of field notes act as a reminder about methodological strategies that can 
be used, such as the researcher repositioning her for a better tape recording of 
the events (see Annexure F). 
• Personal notes 
Personal notes reflect the researcher’s own feelings during the interview.  They 
portray one’s own reactions, reflections, and experiences and call for 
introspection and assumptions regarding the roles of others (see Annexure F). 
• Theoretical notes 
Theoretical notes are imperative and attempt to make meaning out of 
observations.  These notes are obtained from available literature on data 
collection and are added to the other field notes (see Annexure F). 
 
Immediately after the conclusion of the interview, the researcher made field notes in 
which she recorded all non-verbal responses of the participant, significant 
observations from the environment and any difficulties that may have been 
encountered during the interview.  The researcher also kept a separate journal for 
process documentation. 
 
While most of the field, observational and personal notes were taken after the 
interviews, some were taken during the interviews (Annexure F).  For this purpose 
aspects relating to the use of field notes were explained to the participants, setting 
them at ease. 
 
vi. Open-ended test item 
 
An open-ended test item was included on the health care provider questionnaire 
(Annexure D), inviting participants to make written comments on inter-level health 
service referral of women in labour.  The information gained from this question was 
similar to the information obtained during the interviews therefore these responses 
were included in the qualitative database. 
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4.3.2.4 Data analysis 
 
Appropriate data analysis techniques were used for the quantitative and qualitative 
databases. 
 
a. Analysis of data from the health care provider questionnaire 
 
Data collected by means of the health care provider questionnaire were analyzed 
using the computer software programme STATISTICA®.  Simple descriptive 
statistics, including those used to describe the investigator’s data and some findings, 
were used to display data.  Other strategies to display data included techniques such 
as frequency tables depicting frequency distributions and measures of central 
tendency. 
 
b. Analysis of data gathered through interviewing 
 
The data collected by means of tape-recorded interviews were transcribed verbatim 
within 48 hours following each interview in an effort to obtain the fullest and richest 
data possible (Streubert and Carpenter, 1995:155) (see Annexure J for sample 
interview).  The written responses of the midwives, who completed the test item 
pertaining to inter-level health service referral, the transcriptions, and the field notes, 
formed the database for the 2nd
• read the transcriptions and the field notes through repeatedly in order to form 
an overall impression and jotted down ideas in the margin as they came to 
mind; 
 objective of stage 1 of the study.  Qualitative data 
analysis is a process of becoming familiar with the phenomenon being studied and it 
yields patterns or themes from data and, transforms data into findings (Patton, 2002: 
432).  Data analysis was performed systematically and descriptively using Tesch’s 
(1990:140) approach of thematic analysis.  According to the steps suggested by 
Tesch, the researcher: 
• selected the most interesting interview and asked the question ‘What does it 
tell me?  Can I identify the underlying meaning?’, then wrote these thoughts 
down in the margin; 
• completed this process for all interviews and made a list of topics; 
• clustered similar topics together and grouped the identified topics into columns, 
for example into major, unique and leftover topics; 
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• encoded the topics, for example using abbreviations, scrutinized each 
transcription and wrote the code next to the appropriate segment of the text; 
looked for the emergence of any new categories and codes with the initial 
organising; 
• generated the most descriptive wording for the topics and turned them into 
categories; further reduced the topics by grouping those that were related; 
• indicated irrelevant interrelationships by drawing lines between the categories, 
which served as a framework for literature control; finalised the abbreviations 
to be used for each category and then alphabetically arranged these codes; 
and 
• re-coded existing data if necessary and was aware of unusual or useful 
potential quotations for inclusion in the qualitative report (Tesch, 1990:115). 
 
The researcher employed a second analyst, called an independent coder, to 
independently analyse all the transcribed interviews independently.  The independent 
coder was a human sciences researcher familiar with conducting qualitative data 
analysis.  The coder was provided with a clean set of transcriptions and a protocol 
describing the method of data analysis used by the researcher (see Annexure G).  
On completion of this analysis, a consensus discussion was held between the 
independent coder and the researcher to compare identified categories and reach 
agreement regarding these.  The researcher’s promoter’s inputs were also 
incorporated when finalising the research themes and sub-themes. 
 
4.3.2.5 Literature verification 
 
On completion of the qualitative data analysis the researcher conducted a 
comprehensive literature search to review related research in order to verify the 
findings.  The literature search was conducted through manual bibliography searches 
of relevant articles, books, and internet, including accessing electronic journals.  The 
researcher aimed at identifying similarities or discrepancies in the reported 
experiences and perceptions of midwives relating to the referral of women in labour.  
The literature verification contextualized the research in terms of an existing 
knowledge base.  Results supported by literature, or those that claimed to be new 
contributions, were identified.  It must be emphasized that the literature verification 
did not only focus on identifying supportive literature.  However the researcher was 
unable to access literature refuting the research findings or literature that was refuted 
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by the research findings.  This was not surprising as the research topic has recently 
still been reported to be grossly under-researched (Murray and Pearson, 2006:2205). 
 
4.3.2.6 Validity and reliability in quantitative research 
 
Validity and reliability are regarded as key concepts of research, hence meticulous 
attention to these concepts is essential to ensure scientifically sound research 
findings (De Vos, 1998:84 and Vockell and Asher, 1995:87).  It is important to note 
that it is the research processes and not only the measuring instruments that should 
adhere to the criteria of validity and reliability (Vockell and Asher, 1995:87). 
 
a. Validity 
 
Validity of the data collection process addresses the issue of whether such process 
actually measures what it claims to be measuring (Vockell and Asher, 1995:99).  
Although referring specifically to the research instrument (as part of the data 
collection process) De Vos’ (1998:84) definition is aligned to that of Vockell and 
Asher stating that the concept validity determines the extent to which the instrument 
measures what it purports to measure.  The data collection process is said to be valid 
if the results of the characteristic that was intended to be measured, are free from the 
effect of extraneous influences.  Vockell and Asher (1995:99) contend that validity is 
the most important attribute of the data collection process. 
 
Reliability is defined as the degree of consistency with which the data collection 
process measures what it intends to measure (Vockell and Asher, 1995:87).  In other 
words: ’Is the measuring processes consistent on occasions when they should be 
consistent and not self-contraditory (Vockell and Asher, 1995:88)’.  Consistency, 
Vockell and Asher (1995:87) contend, is concerned with the level of agreement 
between independent tests, tesing occasions, observers or test items that claim to be 
measuring the same effect.  The confidence placed in judgements of data collection 
processes can be equated with extent that they are reliable.  Vockell and Asher 
(1995:108) propose three types of evidence for validity nameley content validity, 
criterion-related validity and construct validity.  This study however can only lay claim 
of meeting the Vockell’s concept of content validity, but also the concept of face 
validity as described by Babbie and Mouton (2002:641). 
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i Content validity 
 
Babbie and Mouton (2002:641) define content validity as the degree to which a 
measure covers the range of meanings included within a concept.  To this definition 
of the concept validity, Vockell and Asher (1995:108) add that it refers to the extent to 
which the data collection process measures a representative sample of the subject 
matter.  Brink (2006:160) referring only to the measuring instrument, states that it 
should represent all the components of the variable to be measured.  Meanings of 
the concepts used in this research study are validated by the researcher as an expert 
midwife practitioner, and by the research promoters, a statistician, and references 
from authors who are subject specialists in maternity health care or who may have 
done related research.  Due to an extremely difficult and virtually impossible situation 
to retrieve the desired number of MCRs at the current referral hospital (see 4.4.2.3 
(a) (i) for inclusion in the research sample, the researcher had to resort to a 
compromise of using a smaller number of MCRs.  The researcher is however 
confident to suggest that she did not breach content validity as she is convinced that 
the remaining MCRs would not yield different results than the ones included in the 
sample. 
 
A further manner in which content validity was ensured is the fact that test items in 
the data retrieval instrument (Annexure H) were organised in a logical manner 
thereby ensuring systematic analysis of data. 
 
ii Face validity 
 
Babbie and Mouton (2002:642) define face validity as an indicator that makes the 
instrument seem a reasonable measure of some variability.  Brink (2006:160) 
contends that face validity simply means that the research instrument appears to 
measure what it is supposed to measure.  Face validity for this research study was 
measured in terms of items in the questionnaire.  Test items included in the health 
care provider questionnaire (Annexure D) and the data retrieval sheet (Annexure HI) 
were based on expert knowledge of the researcher as an advanced midwife educator 
and practitioner; consultations with the research promoters and statistician; and 
electronic searches on databases such as Ebscohost, ScienceDirect and MCR. 
 
The concepts of validity and reliability of the measuring instruments were ensured 
through the literature review, and by means of consultation with practising midwives 
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and a statistician prior to finalizing the questionnaire.  Validity and reliability for both 
data collection instruments, namely the questionnaire for health care providers 
(Annexure D) as well as the data retrieval sheet (Annexure H), are similar and are 
discussed simultaneously to avoid unnecessary duplication of information (De Vos, 
1998:84). 
 
b. Reliability 
 
Reliability is concerned with how consistently an instrument measures the concept of 
interest.  In other words, independent administration of the same instrument 
consistently yields similar results (De Vos, 1998:84).  According to Brink (2006:161), 
reliability refers to the extent to which a data collection instrument will yield consistent 
results if used by two researchers.  Babbie and Mouton (2002:119) say that reliability 
is a matter of whether a particular technique applied repeatedly to the same object 
would yield the same result each time. 
 
i Using established measures to ensure reliability 
 
One way to ensure reliability in obtaining data was to use existing measuring tools 
with proven reliability used for related research (Babbie and Mouton, 2002:122).  The 
measuring tools that were used to collect data for this study were refined by a 
literature review, input from research promoters, a statistician and information 
guidelines from the MCR.  The measuring tool was also tested in a pilot study to 
determine whether it measures what it is intended to measure.  In line with Vockell 
and Asher’s (1995:92) suggestion, technically correct and unambiguous test items 
were included in the questionnaires for the health care provider profile as well as the 
MCR.  The technically correct and unambiguous nature of test items enabled midwife 
participants as well as the researcher to provide the answers expected in the data 
collection instruments (Annexure D and H). 
 
ii Reliability of research workers 
 
Babbie and Mouton (2002:122) say that reliability can be generated by research 
workers.  The researcher as the main data collector ensured reliability in the data 
collection procedure as well as the data collection tools.  The researcher is a reliable, 
honest, and trustworthy person with extensive research education, having completed 
research for a master’s dissertation, and supervised honours and masters’ research 
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treatises and dissertations.  Using one data collector also ensured standardazation of 
the data collection procedure as the data were collected with consistency (Vockell 
and Asher, 1995:92).  Reliability is of the utmost importance to the researcher as the 
research topic has the potential to bring about improvements in delivery of care to 
women in labour who were referred from lower to higher levels of care. 
 
iii. Standardizing the scoring procedures 
 
Another method employed to ensure reliability was the fact that standardized scoring 
procedures were used allowing participants sufficient choice to any given test item 
(Vockell and Asher, 1995:92).  The researcher, with the assistance of adequately 
experienced and qualified research promoters and a statistician refined the scoring 
procedure used on the data collection instruments.  Standardizing of scoring 
procedures was further refined as the data collection instruments were piloted. 
 
iv. Comprehensive data collection processes 
 
Using different methods of data collection facilitated comprehensiveness of the data 
collection processes thereby ensuring a good sample of responses (Vockell and 
Asher, 1995:93).  In this regard the researcher used interviewing and narratives of 
different role players involved in inter-level health referral of women in labour as well 
as review of MCR to increase reliability of data. 
 
4.3.2.7 Trustworthiness and rigour in qualitative research 
 
Throughout the research study the researcher continuously adhered to the principles 
of trustworthiness.  Burns and Grove (2007:91) comment that trustworthiness and 
rigour in qualitative research are valued because they are associated with greater 
worth of research outcomes.  Guba and Lincoln (in Krefting, 1991:215) regard 
trustworthiness as the method to ensure rigour in qualitative research without 
sacrificing relevance.  Guba’s model identifies four criteria for ensuring and 
establishing trustworthiness, namely truth value; applicability; consistency; and 
neutrality.  Each criterion has a strategy and a number of actions through which 
strategies can be achieved (Krefting, 1991:214-222). 
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a. Truth value 
 
The criterion of truth value questions whether the researcher has established 
confidence in the truth of the findings.  Truth value is obtained from human 
experiences as they are lived by the respondents (Krefting, 1991:216).  A major 
threat to truth value lies in the closeness of the researcher and the participant and, 
therefore, the former must guard against over-involvement as it may interfere with 
her ability to interpret the findings.  The strategy used to establish truth value is 
credibility.  Since the researcher is the instrument in qualitative research, the 
credibility of qualitative research depends to a large extent on the skill, competence, 
and rigour of the researcher (Patton, 2002:14).  The actions identified by Krefting 
(1991:215) to achieve credibility are: prolonged field experience; establishing the 
authority of the researcher, reflexivity by means of taking different types of field notes 
and triangulation (Krefting, 1991:216-217).  Box 4.1 demonstrates more evidence of 
use of the actions of ensuring truth value through the strategy of credibility in this 
study. 
 
b. Applicability 
 
Krefting (1991:216) defines applicability as “the degree to which the findings can be 
applied to other settings or contexts or groups”.  It is the ability to generalise from the 
findings to larger populations.  Transferability is the strategy used to attain 
applicability.  Actions used in this study to obtain applicability included using 
purposive sampling; providing dense descriptions of the research design and 
methods; analyzing interviews to maintain clarity; research findings were also 
described densely.  Providing a dense decription of the context of the study enables 
the reader to decide if the context is similar to their own and thus applicable.  Box 4.1 
demonstrates further evidence of use of the actions of ensuring truth value through 
the strategy of applicability in this study. 
 
c. Consistency 
 
The criterion of consistency is concerned with the extent to which the replication of 
the study to a similar context and similar informants will yield consistent findings 
(Krefting, 1991:216-217).  Instruments that are assessed for consistency in 
qualitative research are the researcher and the participants.  Dependability is the 
strategy that is used to establish consistency.  Actions that can be carried out to 
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establish dependability include providing a dense description of the research 
methods, triangulation, and code-recode procedures (Krefting, 1991:216-217).  Box 
4.1 demonstrates further evidence of use of the actions of ensuring truth value 
through the strategy of consistency in this study. 
 
d. Neutrality 
 
According to Krefting (1991:217) neutrality refers to the degree to which findings are 
a function solely of the respondents and conditions of the research and not other 
biases, motivations and perspectives. In other words, neutrality is freedom from bias 
in the research process and the results.  Krefting (1991:221-222) proposes that 
neutrality in qualitative research emphasizes the neutrality of the data rather than that 
of the researcher.  The strategy used to ensure neutrality is confirmability.  In 
qualitative research, confirmability can be achieved by conducting a confirmability 
audit, triangulation, and reflexivity (Krefting, 1991:221-222).  Strategies to ensure 
trustworthiness in this research study are presented in Box 4.1. 
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Box 4.1: Strategies to ensure trustworthiness 
CRITERIA ACTIONS APPLICATION CRITERIA 
Truth value: the 
strategy for truth 
value is 
credibility 
Prolonged and 
varied field 
experience 
Prolonged engagement through conducting semi-structured interviews until data became saturated. 
The researcher is a practising midwife and lecturer, has conducted previous qualitative research, and has 
supervised students doing qualitative research. 
 Authority of the 
researcher 
Authority of the researcher through supervision by a midwife researcher and two nurse researchers who each 
hold a doctoral degree in the field of nursing and who are well versed in qualitative research. 
The researcher completed a course in research methodology at postgraduate level and has successfully 
completed a research dissertation; attended a number of workshops on research conducted by internationally 
renowned qualitative and quantitative researchers; and successfully supervised and/or co-supervised honours 
and masters degree student research projects  
 Reflexivity Reflexivity through taking different types of field notes immediately after each interview 
Triangulation Triangulation through conducting interviews, taking field notes and conducting a literature review 
Applicability: the 
strategy for 
applicability is: 
transferability 
 
Dense 
description  
Dense description by providing a complete description of the design and methodology and accompanying 
literature verification 
Purposive sampling with knowledgable informants 
Interviews were analysed to maintain clarity 
A dense description of the findings was done 
Consistency: the 
strategy for 
consistency is 
Dense 
description 
The researcher provided a complete description of the research design and methods; quoting from 
participants’ responses; verified transcribed interviews with interviewees; triangulation by interviewing 
midwives as well as two managers; code and re-code procedures of data. 
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CRITERIA ACTIONS APPLICATION CRITERIA 
dependability 
Neutrality: the 
strategy for 
neutrality is 
confirmability 
 
Confirmability 
audit 
Protocol given to the independent coder to analyse data independently 
Check-recheck procedure performed  
Consensus discussion between the researcher and the independent coder to finalise themes and sub-themes 
Expert midwifery practitioner used in assessing appropriateness of referrals and also standards of care 
Triangulation Triangulation as described 
Reflexivity Personal logs and field notes were kept 
Reflexivity, as described 
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4.3.2.8 Pilot study: Stage 1 Objectives 1 and 2 
 
The data collection instruments, namely the questionnaire for health care providers 
(Annexure D) and the interview guide (Annexure E) were piloted before 
implementation.  The questionnaire for health care providers was tested on one 
midwife who did not form part of the research population but who worked at the 
referral hospital.  Except for improving the face validity of the questionnaire there was 
no need for significant changes to the questionnaire.  Aspects altered in terms of face 
validity included condensing the questionnaire to one page by using a smaller, but 
still clearly legible, font size.  The post category of Nursing Services Manager was 
removed from the questionnaire as the researcher realised this category will not be 
applicable at the level of prospective participants.  The data retrieved from the pilot 
questionnaire were not incorporated into the study. 
 
After construction, the qualitative data collection instrument namely the interview 
guide, was discussed with the two South African research supervisors.  The interview 
guide was reduced by integrating two of the intended questions into one.  The 
amended interview guide was tested on a midwife working at the referral hospital 
who would not have been included in the research sample.  After the second piloting 
of the interview guide no further changes were effected. 
 
4.4 RESEARCH DESIGN AND METHOD: STAGE 2 
 
The research design and method for stage 2 of the research study are now 
described. 
 
4.4.1 RESEARCH DESIGN: STAGE 2 
 
In order to describe the profile of women in labour admitted to MOUs who were 
referred to higher levels of care; appropriateness of midwifery referral; and maternity 
care interventions during the process of referral, a quantitative research design was 
used (as described in stage 1). 
 
4.4.2 RESEARCH METHOD: STAGE 2 
 
The research method is the technique used during the research process (Parahoo, 
1997:397) in order to attain the objective of stage 2 of the research study. 
104 
 
4.4.2.1 Target population and sampling: stage 2 
 
The research population comprised maternity case records (MCRs) that were 
reviewed to retrieve the desired data (Annexure H). 
 
4.4.2.2 Sample size 
 
The sample size for the MCR analysis was determined by the number of maternity 
case records of women in labour referred from lower to higher levels of care, which 
could be accessed at the two referral hospitals in the Nelson Mandela Metropolitan 
Municipality included in this study during the period of 15 July to 15 September 2003 
and January to March 2004 respectively.  The researcher attempted to retrieve all of 
the above records, but realistically expected to retrieve at least 80% of records. 
 
The researcher determined the sample size by using the generalization from an 
observation that the referral hospital receives an average of 300 referrals per month 
from MOUs.  The formula for calculating the sample size for a simple random 
sample without replacement is as follows: 
 
( )pp
m
zn −




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Where, 
 
z is the z value (e.g., 1.645 for 90% confidence level, 1.96 for 95% confidence level, 
and 2.575 for 99% confidence level); 
 
m is the margin of error (e.g., .07 = + or – 7%, .05 = + or – 5%, and .03 = + or – 3%); 
and 
 
p is the estimated value for the proportion of a sample that will respond a given way 
to a survey question (for example 50 for 50%) (Keller and Warrack, 2003:378). 
 
On the basis of statistical calculations by a statistician it was suggested that the 
sample size of MCR should be 259. 
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Data collection took place at the two hospitals as discussed in 1.1.3.  The first period 
of collection occurred between July 2003 and September 2003 where MCRs were 
collected from the previous maternity referral hospital (hospital prior to rationalization 
of maternity services).  It was easy to randomly select the desired number of MCRs, 
namely 130 as the records were filed in a well structured manner (see data collection 
procedure in 4.4.2.3). 
 
During the second period of data collection at the current referral hospital, repeated 
attempts at obtaining a sample size of 130 MCRs by means of systematic random 
sampling were made, all unsuccessful.  The process was aborted due to the 
unavailability of records, some of which were misfiled while other MCRs were kept at 
different places due to a lack of appropriate space for filing.  Some MCRs were kept 
in the office of the Head of Department of Gynaecology and Obstetrics; others were 
used by the maternity services manager for auditing purposes. 
 
After consultation with the promoter and co-promoters, it was decided that the total 
sample size be reduced to 120 MCRs (Also see 4.4.2.3).  From the initial maternity 
referral hospital the first 60 randomly selected MCRs would be included in the 
sample.  From the second and current maternity hospital, the sample would have 
consisted of the first 60 accessible and retrievable client care records per month over 
a three-month period commencing January 2004 to March 2004.  The researcher 
selected these three months for data collection because she believed that the system 
at the referral hospital would have had a chance to accommodate the expected 
change(s) in record storage accompanying the rationalization of maternity services. 
 
4.4.2.3 Data collection instrument and procedure 
 
Data collection refers to the gathering of information needed to address a research 
problem (Polit and Hungler, 1997:454). 
 
a. The data collection instrument 
 
The data collection instrument was a data retrieval sheet (Annexure H) which 
consisted of six sections and comprised a series of items to elicit predetermined 
information from maternity case records where labour and delivery data could be 
obtained from the referral centre.  The different sections in the data retrieval sheet 
included: client demographic data, medical and surgical history; obstetric history; 
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information on admission regarding labour; information on referral; information on 
admission to hospital; and maternal and infant outcome. 
 
The data retrieval sheet was developed and refined using literature obtained from 
hand searching periodicals, abstracting indexes, electronic databases, inputs from 
the research promoters, as well as piloting the data collection sheet on maternity 
case records.  The following search engines were used to access information:  
Infotrac; Ebschohost; SAStudies; African studies; SABINET; Medline and the 
Cochrane Library.  Midwifery subject experts and a statistician were consulted with 
regard to the refinement of the data collection instrument.  Keywords used for the 
literature search include referral; maternity referral; emergency maternity care; 
intrapartum referral or transfer and patient transfer. 
 
i Pilot study: Stage 2 data collection instrument 
 
As discussed previously designing the data retrieval sheet was informed to a large 
extent by the maternity case records.  What needs to be emphasized here is that the 
data retrieval sheet was not designed from the MCRs, but it was designed to capture 
all relevant data from the MCRs.  After designing the data retrieval sheet it was 
discussed with research promoter and co-promoters and then piloted on a MCR.  A 
need for minor amendments was identified. These amendments were effected prior 
to actual data collection.  Data collected from the piloted data collection instrument 
were not included in the final analysis. 
 
b. Data collection: procedure 
 
Data collection took place over a three-month retrospective MCR review process.  
The process started by identifying potential MCRs for inclusion from admission 
registers, delivery registers, caesarean section registers and monthly statistic records 
at the maternity referral centre in the Nelson Mandela Metropolitan Municipality.  The 
incomplete recording of patient information caused major delays in the data retrieval 
procedure to such an extent that a decision was taken to elaborate on this challenge 
(see the section on ‘Retrieving maternity case records: A Challenge’ following the 
discussion on ‘Data collection: procedure’).  As discussed earlier rationalization of 
maternity services took place, consequently an amendment had to be made to the 
data collection site, as well as the period of data collection. 
 
107 
 
After discussion with promoters there were no grounds to believe that the 
untraceable records could have been substantially different in character from those 
that were reviewed.  What was obvious was that storage space at the new referral 
hospital was extremely limited and records were moved around many times in an 
effort to find storage space.  Coincidentally, at more or less the same time of 
rationalization of services, a new maternity case record was introduced in the 
Eastern Cape Province.  The midwives started using the new MCRs in the different 
maternity centres at different times, first completing the stock of ‘old’ maternity 
records.  The researcher realized that the data retrieval sheet which was developed 
for this study was based on the record system in use at the start of the study.  
Because the topic being studied concerned referral systems and not record keeping 
it was decided to carry on using the same instrument.  The researcher realized that 
the new record system might yield more information than the previous one. 
 
The researcher approached the administrative officer at the referral hospital who was 
responsible for dealing with record retrieval to assist her with retrieving maternity 
case records. 
 
i. Retrieving maternity case records: A Challenge 
 
According to one research promoter, who incidentally had a personal experience of 
the difficulties encountered with record retrieval, the word ‘challenge’ in this regard is 
an absolute understatement of events.  The original plan was to complete the data 
collection process for this objective of the study in three months.  Due to unforeseen 
circumstances, some of which will be elaborated on below, data collection took more 
than a year to complete.  Incomplete recording of information on the admission of 
patients to the referral hospital interfered to a large extent with the researcher’s ability 
to retrieve maternity case records.  The records of discharged patients follow 
different routes for administrative purposes before reaching the final destination for 
filing in the archives.  The latter together with the rationalisation process of maternity 
services that was underway, made retrieving MCRs a very challenging process. 
 
The researcher would like to present the following scenario describing some of the 
challenges associated with retrieving records: 
 
• The researcher would access the admission book in the labour ward 
admissions section and record all the information necessary to enable her to 
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access maternity case records, namely the client’s name, reference number, 
age, admission date, referring unit, and reason for referral if indicated. 
• The entries in the admission book appeared to be extremely deficient and 
incomplete with many of them not having reference numbers.  Consequently 
the researcher first had to seek the assistance of an administrative clerk, who 
assisted her with tracing reference numbers on a computer before she could 
request the responsible officer to obtain the record from the archive. 
• In the records archive the researcher was faced with another challenge, in that 
only 15 of a possible total of 187 records were available on file. 
• Numerous consultations with the research promoters followed to try and 
overcome the obstacles in retrieving MCRs.  On one particular day the 
researcher, with the assistance of one research promoter, a visiting midwife 
colleague and two records officials was only able to retrieve six MCRs in a 3-
hour period. 
• The difficulties pertaining to record retrieval were also raised with the 
obstetrician in charge of the maternity department who said: “You will be lucky if 
you can find a patient record on day 1 after discharge from the hospital”. 
• Consultations with the statistician also followed in an attempt to unpack the 
ethical issues relating to the inability to obtain the desired sample of MCR.  It 
was concluded that under the circumstances, including time and financial 
implications, it would be impossible to obtain the predetermined sample of 
MCR. 
 
4.4.2.4 Data analysis 
 
Quantitative data analysis entails the manipulating of numerical data using statistical 
procedures for the purposes of describing phenomena or assessing the magnitude 
and reliability of relationships between them (Polit and Hungler, 1993:444; Burns and 
Grove, 2007:41).  Data analysis for this study was done using the computer software 
programme, STATISTICA®.  Data were coded and entered into data capturing 
programmes that were designed by the statistician based on the health care provider 
profile questionnaire and the data retrieval sheet, respectively.  Simple descriptive 
statistics, including those used to describe the investigator’s data and some findings, 
were used to display data. Data were displayed using techniques such as frequency 
tables depicting frequency distributions and measures of central tendency. 
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4.5 DEVELOPMENT OF GUIDELINES: STAGE 3 
 
In stage 3 of the research study guidelines based on the findings of stages 1 and 2 
were developed for use by midwives responsible for inter-level health service referral 
of women in labour from lower to higher levels of care.  The process of guideline 
development is discussed hereafter. 
 
Developing guidelines for inter-level health service referral will be discussed with 
reference to justifying the need for such guidelines and the construction thereof. 
 
4.5.1 Justifying the need for guidelines for inter-level health service referral 
of women in labour 
 
It is essential for a maternity referral system to have clear guidelines (unless 
indicated differently, the concept guidelines, will refer to the provisional guidelines 
that were developed for this thesis) in place.  These guidelines will guarantee a set 
procedure for health care providers to follow whenever the need for referral of 
parturient women arises (Department of Health, 2000a:12; Moodley, 2006:20; Stuart, 
2007:292).  As indicated earlier some of the research findings were verifiable from 
different sources, such as the responses from midwife participants, a midwifery 
services manager, and an ambulance services manager.  Analysis of MCRs also 
revealed verification of some research findings. 
 
The research findings, some of which were disconcerting such as poor infant 
outcomes, could be linked to apparent deficits in the referral process.  It therefore 
became evident that a need for some more specific directives related to inter-level 
health service referral of women in labour had to be generated.  Not all the identified 
deficits in the referral process could be directly linked to the midwife participants.  
Some deficits or apparent barriers in the effectiveness of the referral process could 
be more directly linked to health services management.  As indicated in Chapters 5 
and 6, deficits in maternity care provision were identified at the referral hospital as 
well.  These include long waiting periods before doctors attended to patients, poor 
record keeping and recordings of ineffective management of infants with low Apgar 
scores among others.  The midwife participants however played a pivotal role in the 
referral process.  They not only initiated the need for referral, but also communicated 
or attempted to communicate this need with staff at the referral hospital.  The 
midwives also arranged for the women to be transported to the referral hospital.  At 
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times, these midwives were forced to transport women to the referral hospital in 
regular non-emergency transport. 
 
The review of literature related to the research findings legitimated the identified need 
for more specific directives related to inter-level health service referral of women in 
labour.  In this regard, the researcher concluded that guidelines for midwives 
involved with inter-level health service referral of women in labour, would provide the 
specific directives alluded to.  Having decided to develop guidelines, the researcher 
remains mindful of the fact that this study did not assess the full capacity of the 
health system (in the research area).  The suggestion therefore is that the guidelines 
under discussion will be context specific.  In this regard, Murray and Pearson 
(2006:2208) express caution stating that extrapolation from specific contexts may 
result in neglect of specific contextual features.  In other words, one cannot satisfy 
everybody all the time. 
 
4.5.2 Guideline development: the process 
 
The researcher subsequently developed provisional guidelines pertaining to the inter-
level health service referral of women in labour.  Co-professionals have not validated 
these guidelines; therefore, these will be regarded as provisional guidelines until they 
have been tested in the maternity clinical field and possibly adjusted to suit the needs 
of the context and the professionals for whom they are intended.  The researcher 
incorporated into this study meticulous research processes to ensure that the result, 
which was the development of guidelines, will be of a good standard. 
 
Processes that will enhance the validity and reliability of these guidelines include 
among others: 
• supervision by experienced nurse researchers and a midwife researcher 
• following rigorous processes throughout the research, namely 
o adhering to ethical principles of research 
o following meticulous research design and methods inclusive of a 
systematic review of best research evidence available 
o using an independent coder in data analysis 
o consulting with a statistician 
o utilizing an expert midwife as an independent assessor to asses the 
appropriateness of referrals 
For the above reasons the researcher feels comfortable to propose these guidelines 
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and believes that, they will contribute to a reduction of inappropriate practice 
variations, as well as promoting the delivery of high quality maternity care.  
Consistent with the views of Moodley (2006:86) and Stuart (2007:292), the 
researcher believes that these guidelines are not only relevant and applicable to 
health service referral during labour, but to maternity care in general. 
 
Guidelines pertaining to the inter-level health service referral of women in labour will 
contribute to a reduction in maternal and perinatal morbidity and mortality in the 
following ways: 
• ensuring a unified approach to inter-level health service referral of women in 
labour; 
• a unified approach to referral facilitates familiarising and endorsement of the 
process or procedure through repetition and can be used as an auditing tool for 
care provided; and 
• it facilitates peer review and sharing good practice aimed at improving the 
quality of care; and eliminating any unnecessary delays, ensuring that the 
patient accesses the appropriate health care through the quickest method. 
 
From the research findings certain factors influencing inter-level health service 
referral of women in labour were identified, namely management related issues, 
aspects related to referral of women in labour and transportation of women in labour.  
These main sections as well as their sub-sections were used to formulate the 
guidelines.  A summary of the main aspects on which guidelines were developed, is 
presented in Annexure O.  Other aspects pertaining to the guidelines developed for 
this research are discussed in Chapter 7. 
 
4.6 ETHICAL CONSIDERATIONS 
 
Undertaking research demands high standards of professional and personal 
behaviour therefore discussions on ethical issues between the researcher and 
participants were essential. 
 
The researcher adhered to the ethical standards compiled by the South African 
Society for Nurse Researchers (1996:74-75) from the planning phase to the reporting 
phase.  These standards cover the quality of the researcher, informed consent; 
anonymity; freedom from harm and termination.  Sherwen, et al (1995:26) state that 
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the following ethical principles should be adhered to in the provision of care to 
parturient women: the principles of beneficence; respect; autonomy, non-
maleficence; confidentiality; fidelity; veracity and justice.  These principles, according 
to Proctor and Renfrew (2000:73), apply to the conduct of research as well as 
underpinning the practice of midwifery.  These principles will now be discussed in 
greater detail. 
 
Sherwen, Scoloveno and Weingarten (1995:26) propose the following ethical 
principles to be adhered to in the provision of care to patients and, with reference to 
this study, particularly to women in labour: 
 
• beneficence, namely the duty to do good and the promotion of legitimate and 
important aims and interests of others; 
• respect, where the researcher must recognize the dignity of each person; 
• autonomy, meaning that every individual’s ability to make his own choices 
must be recognized; 
• non-maleficence, pertaining to the duty of the care provider or researcher to 
do no harm;  
• confidentiality, meaning that the individual’s right to privacy must be protected; 
• fidelity, meaning a duty to keep promises; and 
• veracity, meaning truthfulness and justice pertaining to the obligation to be fair 
to everyone.  These principles will be aligned with the South African Nurse 
Researchers’ principles and discussed. 
 
a. The quality of the researcher 
 
The researcher has completed a postgraduate course in research methodology, 
obtained a research master’s degree and has attended a number of research 
workshops conducted by world-renowned researchers.  The researcher has also 
successfully supervised and/or co-supervised a number of honours and master’s 
degree research students’ treatise and dissertations.  Two expert nurse researchers 
and one expert midwife researcher supervised the research.  The competence of the 
researcher was assessed throughout the study in an attempt to facilitate a morally 
and socially acceptable research study (South African Society for Nurse 
Researchers, 1996:74). 
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b. Informed consent 
 
This entails informing the participants about the purpose of the study and any 
possible risks and benefits involved (Kvale, 1996:112).  Potential participants were 
approached at least one week before the interviews.  Some participants agreed 
immediately to participate, whereas others first had to consider their participation.  
The researcher informed the participants about her intention to use a tape recorder to 
record the interviews and also explained that, in order to maintain confidentiality, the 
audio tapes would be destroyed once the research had been completed.  Informed 
consent was based on the principles of autonomy (the participant consents without 
any manipulation from the researcher), truthfulness (honestly revealing what the 
research study is all about), justice (fairness to the participant), and beneficence (that 
the participant not be disadvantaged through the research study). 
 
All participants were requested to sign an informed consent form before engaging in 
the research (Annexure C).  The prospective participants were given the assurance 
that they were under no obligation to participate in the study.  They were also 
informed that they were free to withdraw at any stage of the study and that no harm 
would befall them if they did not participate.  Obtaining informed consent from 
midwife participants (for the relevant sections) was preceded by obtaining permission 
from the relevant health authorities to conduct the research (Annexure I 1 to I 4).  A 
letter, accompanied by a copy of the research proposal, was forwarded to the 
Member of the Executive Committee for Health (Annexure I 1), requesting permission 
to conduct the research study at the maternity centres in the Eastern Cape Province 
(Annexure I 2).  Approval to conduct the research was granted by all relevant 
authorities. The research proposal was submitted to the Research and Ethics 
Committees of the University of Port Elizabeth (Annexure I 3) as well as to the 
Eastern Cape Provincial Department of Health Research Committee (Annexure I 4) 
for approval before commencement of the study. 
 
c. Anonymity and confidentiality 
 
Burns and Grove (1993:372) state that research participants have a right to privacy.  
Based on this right, participants have a right to anonymity and to assume that data 
collected from them will be treated with confidentiality.  All participants in this study 
were reassured about anonymity and confidentiality (Annexure C 1 and C 2).  
Information data from data retrieval sheets, from the midwives’ profiles and from 
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interviews were coded so that no names were revealed.  Only the participant and the 
researcher were present in the room when interviews were conducted.  The audio 
tape cassettes were wiped clean as soon as the research report had been written.  
The researcher also allocated pseudonyms to participants thereby ensuring that data 
could not be linked to anyone interviewed.  Data collected from MCRs were coded so 
that none could be linked to any client. 
 
d. Freedom from harm 
 
Research should be planned in such a way that the participant is free from harm 
whether it is physical or psychological (Streubert and Carpenter, 1995:376; South 
African Society for Nurse Researchers, 1996:74).  The researcher ensured the 
principle of freedom from harm by creating an environment conducive to interviewing 
and establishing rapport and a trusting relationship with the participants.  As 
explained under informed consent, participants were assured that they were free to 
withdraw from the research at any point (Annexure C1 to 4).  A counsellor was 
available for any participant who felt the need to talk to one.  Participants were 
always treated with respect and courtesy. The researcher reflected empathy with the 
participants and was never condemning or disdainful, but she did not condone 
unethical behaviour either. 
 
e. Termination 
 
The research could have been terminated if the project no longer adhered to ethical 
standards.  Participants were informed of the fact that they had the right to withdraw 
during the research project if they so wished (Streubert and Carpenter, 1995:376) 
(Annexure C 1 to C 4). 
 
4.7  CONCLUSION 
 
In this chapter the research design; research method; strategies for ensuring validity 
and reliability; strategies to ensure trustworthiness; ethical considerations; as well as 
data collection methods were discussed for the different stages of the study.  In 
Chapter 5 two objectives will be addressed, namely: 
• compiling a profile of midwives working at the MOUs; and 
• presenting a thematic analysis of the midwives, a midwifery services manager 
as well as an ambulance services manager’s perceptions and experiences of 
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inter-level health service referral of women in labour. 
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CHAPTER 5 
 
MIDWIVES: PROFILE, EXPERIENCES AND PERCEPTIONS OF INTER-LEVEL 
HEALTH SERVICE REFERRAL OF WOMEN IN LABOUR 
 
5.1 INTRODUCTION 
 
In the previous chapter the research design and methods for this study were 
described.  Chapter 5 is one of two chapters presenting the results of this study.  In 
this chapter, the results of stage 1 of the study are presented, namely: 
• the questionnaire responses of midwives working at the local MOUs included in 
the study, who completed the Health Care Provider Profile (HCPP) 
questionnaire (Annexure D); 
• the experiences and perceptions of midwives, as presented through interviews, 
with regard to the inter-level health service referral of women in labour; 
• the experiences and perceptions of a midwifery services manager and an 
ambulance services manager, as presented through interviews, with regard to 
the inter-level health service referral of women in labour.  As mentioned in the 
section on qualitative data collection, the need to include the two managers 
mentioned here, became evident as the study emerged.  Due to the similarity in 
the responses from the managers and the midwife participants, the results are 
presented simultaneously; 
• a follow-up interview was done with the midwifery services manager to obtain 
her specific input relating to her perception of the managerial support that 
midwives at MOUs were receiving, as well as the state of material resources at 
the maternity centres in the research area; and 
• the identified themes from all participants’ responses, which were similar, the 
exceptions were the single items from the two managers who were included in 
the study at a later stage. 
 
5.2 PROFILE OF MIDWIVES AT MIDWIFE OBSTETRIC UNITS (MOUs) 
 
The profile of the 42 midwives at MOUs who participated in stage 1 of the study is 
now presented. 
117 
 
5.2.1 BIO-DEMOGRAPHIC PROFILE OF PARTICIPATING SAMPLE 
 
A brief overview of the target population is presented followed by a discussion of the 
characteristics of the participants.  The general characteristics include the number of 
responses per MOU plus age, gender and race of the participating sample. 
 
5.2.1.1 The target population and participating sample 
 
There was an almost equal response rate from the four MOUs, namely 11, 10, 10, 
and 11 out of a total of 12 midwives per MOU (Table 5.1).  The characteristics of the 
participants from the MOUs are as follows: 
 
Table 5.1: Characteristics of sample at different MOUs N = 42 
MOUs in research area MOU 1  MOU 2 MOU 3 MOU 4 TOTAL 
Number of participants at MOUs 11 10 10 11 42 
Age distribution in years 
20 – 29 1 1 0 0 2 
30 – 39 5 9 1 9 24 
40 - 49  2 0 4 1 7 
50+  3 0 5 1 9 
TOTAL 11 10 10 11 42 
Race 
Black 4 2 4 10 20 
Coloured 5 7 6 1 19 
White 2 1 0 0 3 
TOTAL 11 10 10 11 42 
 
a. Age and gender distribution 
 
The age distribution of midwives at the MOUs in the Nelson Mandela Metropolitan 
Municipality shows that 24 (57%) were in the age group 30 – 39 years and 16 (38%) 
in the age group 40 – 50+ years.  From the responses regarding age it is evident that 
the midwives at MOU 2 are generally younger compared to those at the other three 
MOUs.  Nine (90%) of the midwives at this MOU are in the age range between 30 - 
39 years.  The age of the remaining participant at MOU 2 is in the range 20 – 29 
years. 
 
The gender distribution of the participating sample shows that all 42 midwives are 
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female.  The only male declined the invitation to participate in the study. 
 
b. Race 
 
Black (20 or 48%) and coloured (19 or 45%) midwives are more or less equally 
represented in the MOUs in the Nelson Mandela Metropolitan Municipality, with 4% 
being white.  Looking at the race distribution of midwives across the different 
MOUs one finds a representation of blacks, coloureds and whites at MOUs 1 and 2, 
while at MOUs 3 and 4 there were only black and coloured participants.  This race 
distribution cannot be logically justified, even when referring to the previous (before 
1994) apartheid geographical division based on race, because MOU 1 is located in 
an area previously demarcated for whites only whereas MOUs 2 and 3 are in a 
geographical area for coloureds and MOU 4 in an area that was demarcated for 
blacks only.  Evidently if one looks at the racial distribution of midwives across the 
different MOUs based on localization, the removal of the artificial racial boundaries 
has given way to a more natural distribution of people which includes places of 
employment for midwives.  Midwives employed at MOUs attached to Comprehensive 
Community Health Care Centres might be rotated between different sections of the 
Comprehensive Community Health Care Centres and the attached MOU which, from 
anecdotal evidence, has a negative effect on the quality and continuity of the 
maternity care provided. 
 
5.2.2 PROFESSIONAL PROFILE OF MIDWIVES 
 
The professional profile of the midwives includes a breakdown of the years of 
experience of each midwife, professional qualifications, the title of the post held 
currently, and general comments (Table 5.2). 
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Table 5.2: Midwifery experience and post category of midwives at MOUs N = 42 
MOUs in research area MOU 1  MOU 2 MOU 3 MOU 4 TOTAL 
Years of experience as midwife 
Less than 1 year 1 2 0 2 5 
1 – 5 years 0 4 0 2 6 
6 – 10 years 1 3 0 2 6 
10+ years 9 1 10 5 25 
TOTAL 11 10 10 11 42 
Post Category 
Chief Professional Nurse 10 0 10 9 29 
Senior Professional Nurse 0 2 0 0 2 
Professional Nurse 1 8 0 2 11 
TOTAL 11 10 10 11 42 
 
5.2.2.1 Experience as a midwife 
 
In discussing the midwifery experience of participants the experience in years, type 
of experience as well as the current position held in the organization, are addressed. 
 
a. Years of experience 
 
The years of experience as a midwife ranged from less than 1 year to 20 years.  At 
MOU 2 nine of the participants had midwifery experience ranging from less than one 
year but less than 10 years while one participant had 10 or more years of experience.  
A significantly larger number of participants, namely nine, ten, and five in the 
remaining three MOUs had 10 and more years of experience.  This significant 
difference in years of experience between participants at MOU 2 versus the 
remaining three MOUs would possibly have an impact on the confidence levels 
and/or support needs of participants from MOU 2. 
 
b. Type of experience 
 
Except for one participant the remainder of the midwives in the participating sample 
only practised midwifery in urban settings.  Years of experience in the different areas 
of maternity care, namely antenatal, labour and delivery, nursery and postnatal care 
varied and were congruent with the years of experience as a midwife. 
 
Linked to the observation on age distribution are the years of experience as a 
midwife at different MOUs.  At MOU 2, nine of the participants had 10 years or less 
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than 10 years of experience as a midwife while most of the participants at the 
remaining three MOUs had more than 10 years experience as a midwife.  It may be 
deduced that the midwives at MOU 2 may not have as much midwifery experience 
compared with the midwives at the remaining three MOUs.  It is possible that this 
perceived limited experience base by midwives at MOU 2 might put them in a less 
advantageous position when it comes to the midwifery management of women in 
labour, or any other kind of medical emergency. 
 
The majority of participants at MOUs 1, 3 and 4 are in senior posts compared to two 
participants at MOU 2.  These positions are consistent with the age distribution as 
well as the years of experience of the participating sample. 
 
5.2.2.2 Professional qualifications 
 
The professional qualifications of the midwives in the participating sample are 
presented in two sections, namely basic and post-registration qualifications (Table 
5.3). 
 
Table 5.3: Professional qualifications of midwives at MOUs N = 42 
 
MOUs in research area MOU 1 MOU 2 MOU 3 MOU 4 TOTAL 
Basic Qualifications 
Midwife only 5 1 8 5 19 
General Nurse Midwife (diploma) 5 8 2 5 20 
General Nurse Midwife (degree) 1 1 0 1 3 
TOTAL 11 10 10 11 42 
Post-Basic Qualifications 
Advanced Midwife 1 0 0 1 2 
Perinatal education: Maternal 7 0 7 1 15 
Perinatal education: Neonatal 7 0 6 1 14 
Perinatal education: HIV/AIDS 6 1 2 2 11 
TOTAL 21 1 15 5 42 
 
a. Basic qualifications 
 
In this study, basic qualifications refer to the categories of Midwife only, General 
Nurse and Midwife (diploma) and General Nurse and Midwife (degree).  As far as 
professional qualifications are concerned all participants met the requirements of the 
SANC to practise as midwives. 
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b. Post-basic qualifications 
 
Post-basic qualifications include the Advanced Midwifery and Neonatal Nursing 
(ADM) and the PEP courses which were introduced in South Africa in 1978 and 1990 
respectively (SANC regulations R1665 of August 1979 as amended; R212 of 
February 1993).  The ADM qualifies midwives to perform non- conventional midwifery 
procedures in the South African context, such as assisted deliveries and neonatal 
endotracheal intubation, which may be performed in cases of emergency in the 
absence of a medical practitioner (SANC regulations R1665 of August 1979 as 
amended).  In some of the health trusts in the United Kingdom it is a requirement for 
practising midwives to have the competence to perform most of the procedures listed 
as non-conventional midwifery procedures in the South African context (Advanced 
Life Support in Obstetrics Provider Manual UK:2000:i). 
 
The PEP courses are certificate courses that were introduced to enable midwives to 
function at a more advanced level, for instance where midwives work in outlying 
areas without the assistance of doctors.  Theron (1999:64) cites the philosophy of the 
Maternal Care Manual of PEP as: “… to enable midwives to provide effective primary 
obstetric care”.  The recently revised Scope of Practice regulations of SANC (2004:1) 
reflect a more consumer friendly approach because they allow the different 
categories of SA nurses and midwives to perform conventional medical/obstetric 
activities, should the need arise, provided the nurse or  midwife concerned 
underwent the appropriate preparatory education for the expected level of 
functioning. 
 
Participants at MOUs 1 and 3 (21 and 15 respectively) collectively have more 
additional professional qualifications than those at MOUs 2 and 4.  Participants at 
MOUs 1, 3 and 4, have collectively obtained 39 additional qualifications in the three 
different fields of PEP, namely maternal-, neonatal and HIV/AIDS care.  More 
participants completed the maternal and neonatal- than the HIV/AIDS PEP courses.  
This is probably attributable to the fact that the HIV/AIDS course was introduced 
much later than the maternal and neonatal PEPs (Theron, 1999:64).  Only two of the 
participants in this study held the qualification in Advanced Midwifery and Neonatal 
Nursing Science (ADM).  The number of PEP qualifications obtained at the local 
MOUs is more promising than the ADM. 
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As indicated previously ADMs can function as resource persons for midwives with 
the basic midwifery qualification.  The Department of Health, in its Guidelines 
(2002a:4), proposes that there should be at least one ADM on the staff contingency 
of every MOU in the country, who is able to provide the advanced maternity skills that 
would be required in the absence of a medical doctor or obstetrician.  A better 
proposition would be for an ADM to be available at all times to fulfil this supportive 
and consultative role to the MOU staff because  currently the staff establishment of 
MOUs in the Nelson Mandela Metropolitan Municipality does not meet the basic 
staffing stipulations of the Department of Health, there being only two ADMs between 
the four MOUs. 
 
Using Theron’s (1999:64) philosophy that the PEP additional qualifications prepare 
midwives to function more effectively, one can deduce that midwives in MOUs 1 and 
3 should be better equipped to effectively manage any midwifery or primary 
obstetrical emergency compared with those at MOUs 2 and 4.  Midwives with more 
experience who are better qualified would be more confident and less likely to refer a 
woman in labour inappropriately for higher level maternity care management. 
 
The researcher deduced that midwives working at MOUs 1, 3 and 4 were more likely 
to have a higher post ranking, be better qualified, and have a longer length of 
midwifery experience than midwives from MOU 2.  The midwives at the first three 
MOUs would logistically be more knowledgeable and skilled to function more 
effectively than those at MOU 2. 
 
In general it can be concluded that the teams of midwives working at the four local 
MOUs were adequately and professionally qualified to render an acceptable standard 
of midwifery care to the community they serve. 
 
5.3 PERCEPTIONS AND EXPERIENCES OF MIDWIVES RESPONSIBLE FOR 
INTER-LEVEL HEALTH SERVICE REFERRAL OF WOMEN IN LABOUR 
 
In this section of the study the perceptions and experiences of midwives involved 
with the referral of women in labour from lower to higher levels of care are presented.  
The participants selected for inclusion in the study were involved with the referral of 
women in labour on a daily basis and are believed to be suitable informants on this 
topic (Table 5.1). 
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Results from data collected through interviews as well as field notes taken 
immediately after the interviews are presented simultaneously.  The questionnaire 
responses generated by participants who completed the quantitative section of the 
study are also included in the discussion.  For ease of reporting, and the inclusion of 
responses from various participants, while also maintaining confidentiality, these 
participants were allocated pseudonyms (Table 5.4). 
 
Table 5.4: Names of midwife participants per MOU N = 13 
MOUs MOU 1 MOU 2 MOU 3 MOU 4 TOTAL 
NAMES OF PARTICIPANTS Abby Betty Grace Elize 4 
Cathy  Farren Jacki Macki 4 
Denise Ingbritt Louise Nicki 4 
Heilie / / / 1 
TOTAL 4 3 3 3 13 
 
An open-ended question on the health care provider questionnaire invited 
participants to give a general comment on the referral of women in labour.  These 
responses were numbered according to the MOU and the sequence in which the 
questionnaire was returned, for example 0101 indicates the 1st participant response 
from MOU 1.  These responses are reported simultaneously with the responses from 
the interviews. 
 
The same interview schedule that was used for midwives were used as a basis for 
interviewing the midwifery and ambulance services managers.  Based on the 
preliminary findings from the midwife participants’ responses, questions in the 
interview schedule were slightly rephrased and additional questions were posed to 
the two managers.  However, despite exceptional efforts to elicit responses, both of 
these managers volunteered responses to some questions only.  After consultation 
with the research promoters it was decided to have a follow up interview with the 
midwifery services manager to clarify responses from the midwife participants, which 
enriched the qualitative data.  Insight gained through these interviews is incorporated 
in the discussion of midwives’ perceptions and experiences. 
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5.3.1 ESTABLISHING CONTACT WITH PARTICIPANTS AND DATA 
GATHERING 
 
The researcher initially established contact with the prospective participants via the 
midwife in charge at each MOU by phone, or face-to-face.  Interviews took place at 
the time agreed upon between the researcher and each participant. 
 
5.3.2 DATA ANALYSIS 
 
Analysis of data was done using Tesch’s method of data analysis (1990:143), with 
themes and sub-themes emerging (Box 5.1).  An independent coder was provided 
with the database as well as clear instructions for analysis of the data (Annexure G).  
During a consensus discussion between the independent coder and the researcher, 
the themes and sub-themes were finalized (Box 5.1).  This, together with responses 
to the questionnaire, responses from the midwifery services manager, the ambulance 
services managers and field notes, became the database for this section of the 
study. 
 
5.4 FINDINGS AND DISCUSSION OF QUALITATIVE RESPONSES 
 
In qualitative research findings and the discussions can be managed simultaneously.  
Qualitative data are interpreted with the focus on the usefulness of the findings for 
clinical practice or theory (Burns and Grove, 2007:90).  The presentation of the 
results is done by discussing the database.  The themes are supported through 
references, quotes from the transcribed interviews, quoting from the field notes as 
well as questionnaire responses from participants.  The identified themes are clarified 
and verified by means of literature from previous research studies. 
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Box 5.1: Summary of qualitative responses of midwives 
THEME 1: HUMAN RESOURCE RELATED ISSUES 
1.1     Shortage of staff resulting in: 
• Patients being transported unaccompanied 
• Midwives at the referral hospital not wanting to accept patients from MOUs 
 
1.2     Staff competency appeared to be variable, inclusive of: 
a.       Not feeling competent: 
• staff expressing the need for in-service education 
• wondering if they did enough for the patient 
b.      Feeling competent: 
• confident and competent to identify problems and refer these promptly 
 
1.3     Midwives’ reactions and emotions, inclusive of: 
a.      Frustration, irritation and anger due to: 
• lack of resources 
• lack of knowledge 
• unavailable transport 
• unavailable medicines 
• professional competence being undermined 
• possible unnecessary referrals 
b.      Sadness relating to lack of emotional support 
c.      Anxiety relating to waiting for patient transport 
d.      Powerlessness and despair relating to lack of supplies 
e.      Professional pride relating to love for what they are accomplishing 
 
1.4     Health service management issues, such as: 
a.      lack of health services management structures 
b.      the supportive role support from health services management 
• evidence of good support from health services management 
• lack of support from health services management 
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THEME 2: MATERIAL RESOURCE RELATED ISSUES 
2.1     Transport-related issues included: 
a.      availability versus unavailability of ambulances 
 
2.2     Lack of equipment relating to: 
• lack of linen and soap 
• lack of suction equipment 
• lack of oxygen 
• lack of medicines 
• lack of incubators 
• availability of cardiotocograph machines 
 
2.3     Safety and security with reference to both patients and staff, relating to: 
• the use of household cleaning materials for cleaning the MOU floors 
• lack of piped oxygen, delivery beds and lithotomy poles 
• midwives questioning their ability to perform perineal suturing properly 
• strain on midwives’ backs when doing perineal suturing or conducting breech 
deliveries 
 
2.4 Communication between levels of care appeared to be ineffective, relating to: 
a.      Initiating feedback communication 
 
2.5    Implementation of protocols relating to: 
• management of patients as a form of communication 
THEME 3: CLIENT RELATED ISSUES 
3.1     Reasons for referring women in labour to higher levels of care, inclusive of: 
Pregnancy and labour related reasons such as: 
• slow progress of labour 
• preterm labour 
• fetal – neonatal reasons, such as fetal distress 
 
3.2     Clients appear to suffer unwanted effects related to referral: 
• being uninformed about the need to be referred to a higher level of care 
• unwillingness to go to the referral hospital 
 
The themes and sub-themes that were identified will now be discussed. 
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5.4.1 THEME 1: HUMAN RESOURCE RELATED ISSUES 
 
The first theme that emerged dealt with human resource-related issues and included 
aspects such as staff-shortage and the competency of midwives, reactions and 
emotions related to inter-level health service referral of women in labour as well as 
health service management issues.  A resource is defined as: ’an agency, group, or 
individual that assists a client in meeting a need’ (Clemen-Stone, et al, 1995:351).  
Human resource in this instance refers to the professional person namely a midwife 
or doctor, providing maternity care to parturient women. 
 
5.4.1.1 Sub-theme 1.1: Shortage of staff 
 
Shortage of staff refers to an inadequate provision of personnel to render maternity 
care of an acceptable standard to the consumers of the service. 
 
In this study the consumer of the service is the woman in labour who is a patient 
since her labour became complicated.  Participants invariably expressed concern 
about the shortage of staff with responses such as: 
 
“… the staff is a problem.  There’s nobody that’s been replaced …there’s no leeway 
for anyone to be sick … really the bare minimum … we were this 10 (midwives) that 
we were not enough at all for the needs …” (Cathy) 
 
Denise’s response endorses Cathy’s view: 
 
“… we actually need one or two more sisters … shortage of staff … one of the sisters 
resigned … and they (health service management) actually said they’d give us, and 
that they didn’t do and that is experienced midwives” 
 
To date no specific midwife-client ratios have been determined for South Africa.  One 
of the SANC (1994:3) structure standards for intrapartum services states: “Staff 
provision provides for optimal service provision”.  Elaborating on this standard, 
among others SANC stipulates as follow: 
• personnel norms are determined scientifically in accordance with patient 
classification; 
• a stable core-team consisting of experienced midwives should be available 
around the clock; and 
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• the services of at least one midwife capable of handling any kind of emergency, 
including resuscitation of both mother and infant, should be available at all 
times. 
Midwives cannot be expected to render quality care to their clients in the face of 
inadequate staff provision.  According to Thomas and Paranjothy (2001:45), midwife 
shortages can impact on the quality of care provided to parturient women.  The 
negative impact of staff shortages on quality of care was underlined by a 
Pennsylvanian study (Akinci and Krolikowski, 2005:134).  Quality care is dependent, 
amongst others, on factors such as adequate staffing, inclusive of a good level of 
motivation and staff morale.  Weston, Bruster, Lorentzon and Bosanquet (1995:229) 
and Gmeiner and Poggenpoel (1996:9) are in support of the notion that inadequate 
staffing may result in non-achievement of quality care or set objectives.  Weston, et 
al, (1995:59) add that understaffing will contribute to further deterioration in quality of 
care.  Mashazi and Roos (2000:100) support the fact that lack of human resources is 
a constraint and that it adversely affects the recipient of care, in this case the 
maternity client.  Mashazi and Roos (2000:100) received verification from the nurses 
(midwives) at a MOU situated elsewhere in South Africa, that as a result of the staff 
shortage, the midwives were overworked and consequently they were rude, 
uncaring, unfriendly, and impatient with the women they cared for.  Thaddeus and 
Maine (1994:1092) endorse the need for competently educated personnel to provide 
timely high quality care to the maternity client. 
 
The Department of Health (2005:4) in its strategic framework for the utilization of 
human resources in health planning addresses the issue of human resource 
shortages.  Other aspects of human resources highlighted in this report include the 
development, planning, production, and management of human resources 
(Department of Health, 2005:4).  The guiding principles of staffing envisaged by the 
Department of Health are that there should be: 
• an equitable distribution and use of skilled and committed professionals who 
will promote access to health services, especially to the under serviced; 
• the population should enjoy the services of a skilled and competent health care 
team for self-sufficiency; 
• the country’s commitment to globalisation must be mutually beneficial so that it 
can contribute to the skills development of the health care team; 
• health care providers should be able to render accessible, appropriate, high 
quality care at all levels of health care provision; and 
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• work environments for health care providers must be conducive to good 
management practice in order to maximise their potential in delivering quality 
health services. 
 
There is apparently a perception amongst some staff members from the MOUs, that 
the maternity department at the referral hospital is overstaffed.  Farren stated: 
 
“…and I do understand the frustration with (hospital X: the referral hospital) now that 
people are of the perception that: “Ooh they are overstaffed”.  But what they’ve 
(health service management) actually done is they’ve taken staff from (Hospital A)  
and (B) and they’ve taken them to Burns Unit, medical wards, but not in the Labour 
wards … it’s only labour wards staff now and they’re caring for the bulk of patients”. 
 
What Farren implies, is that there is a misconception about the staffing situation at 
the referral hospital and that there is in fact the possibility of understaffing.  On the 
contrary, according to written response 0110: 
 
“The referral hospital does not have the staff available to cope with the patients 
referred to them”.  The latter participant supported her response by stating: “… on 
more than one occasion having phoned to enquire about whereabouts of patients 
referred to hospital X (name of referral hospital stated) I would be told that nothing 
has been done for the patient”  
 
Another perception that exists is that staff at the referral hospital were reluctant to 
accept patients referred from MOUs, as evidenced by written response 0201: 
 
“The hospitals are having problems with most cases we refer to them forgetting that 
there is no doctor here” 
 
According to Cathy, the experienced midwife always has to carry a heavier burden 
because the inexperienced midwife assigned to her team will leave the final decision 
about the management of the patient to her.  Cathy’s stated: 
 
“… the one who is experienced.  All the responsibility rests on her shoulders and it 
can be very tiring and demotivating.  … It is definitely now an added burden on the 
experienced one” 
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Denise said: 
 
“What they (management) actually said they’d give us, they didn’t do and that is 
experienced midwives” 
 
The latter quote points out that health service management did not keep their 
promise that the midwives allocated to the MOUs will be experienced in providing 
midwifery care, thus resulting in a lack of trust between midwives and health service 
management. 
 
Symon (1998:49) states that the unpredictability of each day’s workload in maternity 
care may make it difficult to guarantee adequate staff availability all the time.  In units 
where there are high stress levels, there may be a higher absenteeism rate, therefore 
ensuring sufficient staff is on duty is important.  Lugina, Johansson, Lindmark, and 
Christensson (2002:12), are of the opinion that the practice of midwifery is becoming 
more challenging as a result of inadequate resources and understaffing.  These 
authors expressed concern that midwives may become “blunted” if they find 
themselves in continuous and long-term work environments with inadequate human 
and material resources (Lugina, et al, 2002:18).  Midwives may eventually just accept 
the situation and may not even be aware of how bad things really are.  They may 
therefore see no challenge in their work, seeing their day task as just another activity 
to be fulfilled. 
 
In this study, shortage of staff also refers to the unavailability of doctors or the 
inability of midwives to consult with doctors when encountering problems at the lower 
levels of care.  Grace said in this regard: 
 
“… you find it is very difficult to get hold of the doctor on the other side.  They send 
you from one side to another, to another, to another, to another … “ 
 
Written respondent 0106 gave the following perspective on the shortage of doctors: 
 
"No doctor available when needed, for example while premature babies are delivered 
while waiting …” 
 
In the context of this study, midwives who mentioned ‘consulting with doctors’ might 
have done so prior to referral of a patient.  This type of consultation may include 
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decisions about how to further manage the patient who had been at the lower level of 
care.  The consultation may include the decision about referring women in labour to 
the higher level of care.  Once the midwife at the MOU identifies a problem that she 
thinks she may not be able to manage, she may consult by telephone about the 
patient’s problem with a doctor at the referral hospital.  The doctor may then instruct 
the midwife on the further management of the patient.  Luker and Chalmers 
(1989:174) used the concept ‘consultation’ in a different context to the participants in 
this study.  In the Luker and Chalmers’ study (1989:174), the concept ‘consult’ was 
used when a health care provider may either gather or exchange data about a client. 
 
According to the Hospital Association of South Africa (2005:1) the overall attrition of 
nurses (and midwives) poses a threat to the health care industry.  A further finding, 
by Hospital Association of South Africa (2005:2), of fewer staff is that the ratio of 
nurse midwives per 100 000 population reduced from 3:120 in 2000 to 1:107 in 2003.  
Professional staff shortages appear to be a global issue, but are said to be acute in 
sub-Saharan Africa where the skills of these professionals are most needed (Hospital 
Association of South Africa, 2005:2).  Riley, Anderson, Noguchi and Vindigni 
(2005:266) report out-migration of nursing/midwifery skills from low-income to high-
income countries as a major contributing factor to the global shortage of health care 
professionals.  Riley, et al (2005:266) quote the fact that between 2001/2, for the first 
time, more nurses who were educated overseas joined the United Kingdom (UK) 
registers than those who were educated in the UK.  Staff shortage should be 
regarded as an area needing redress, as low staff ratios have been demonstrated to 
be directly relating to high maternal and child mortality rates (Riley, 2005:266).  
Findings from a study by Midhet, Becker and Berendes (1998:1) suggest that a 
significant reduction in maternal mortality might be achieved if peripheral maternity 
units were better staffed. 
 
5.4.1.2 Sub-theme 1.2: Staff competency 
 
This sub-theme refers to the allocation of appropriately qualified and experienced 
personnel to ensure the provision of maternity care dependent on the needs of the 
patients.  In addressing the different roles of midwives, namely as caregiver and “life-
saver”, Christiani (1996:117) endorses the need of staff competency through further 
education to empower midwives with the necessary skills and knowledge to deal with 
any midwifery situation depending on the needs and best interest of the patient.  
Christiani regards the caregiver role as the traditional role of the midwife, where (s)he 
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is seen to be “with women” during parturition.  Here the midwife concentrates on the 
normal parturient processes and risk identification (Christiani, 1996:117).  The 
midwife’s field of work also includes the identification and management of risks in the 
absence of medical help, as is the case with the midwives in the research area.  As a 
“life-saver”, the midwife has a much broader field of work where she plays an 
essential role in the reduction of maternal and neonatal mortality and morbidity 
(Christiani, 1996:117).  Therefore, when midwives are not skilled enough to deal with 
complications in the maternity client, such skills and competencies should be 
developed without fail. 
 
The question relating to staff competency elicited a relatively wide range of 
responses, varying from staff being fully competent and excellent to a definite need 
for in-service education.  Grace verbalised the following: 
 
“We feel we’re all competent.  We used to function at Level 3 maternity department 
…”  
 
Abby’s response supports that of Grace when she says: 
”… staff that has been working here for more than 10 years, is excellent, is absolutely 
excellent.  They can handle any abnormality that comes in by the door …” 
 
Not all respondents shared Abby’s view regarding staff competency, as was 
expressed by some respondents in this study.  Farren, a respondent from MOU 2 
(where most of the participants had less than 10 years’ experience in midwifery), 
said: 
 
“…. As far as competency of staff is concerned, we still need a lot of guidance and 
education … also having somebody in charge with midwifery experience that has 
been in the field to guide us, you know … some …  sisters … they just see 
“unbooked patient” (on the antenatal card) and the patient is sent away with not even 
a proper examination …” 
 
Farren gave another example of what may constitute substandard care relating to the 
midwives’ inability to make good clinical judgements, therefore ‘blindly’ applying a 
referral criterion: 
 
“… there was a patient who came in here the other day, she was a booked patient 
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gravida 6 and she was supposed to go to hospital X (the referral hospital).  The 
patient’s name wasn’t asked … they didn’t do a fetal heart … she was sent away (to 
the hospital).  Thank God.  She got an ambulance at Y (referring to a nearby 
shopping centre).  The ambulance brought her back.  They (the midwives at the 
MOU) still didn’t want to look at her and she BBAd (gave birth before arrival at the 
health care centre) in the ambulance.  Now my question is: “What if that patient 
delivered in a taxi or somewhere like that.” 
 
The last quotation addressed another aspect namely that of patient safety.  Being a 
grand multiparous woman, the patient referred to here was at high risk of amongst 
other, postpartum haemorrhage (Department of Health, 2002a:1).  Based on the 
response by Farren, the notion exists that the patient may not have been assessed 
properly.  This resulted in the patient being sent away from the MOU to the referral 
hospital because she was grand multiparous and suitable for delivery.  Obstetric 
haemorrhage is listed as one of the top five causes of maternal death in South Africa 
(Department of Health, 2002a:1).  An alternative explanation for an inappropriate 
referral may be improper patient assessment at the referral centre, resulting in a re-
referral to the lower level of care. 
 
It is worth mentioning that all responses relating to staff not being competent or 
needing guidance and education came from participants at MOU 2, where years of 
experience as midwives were low as well as there being a high number of younger 
midwives as identified earlier.  Written response 0202 was as follows: 
 
“As an independent practitioner in a MOU we need more courses … to enable us to 
pick up abnormalities and refer patients promptly.” 
 
The midwifery services manager suggested that the midwives at the MOUs 
sometimes did not identify complications in time or they had refered patients too late.  
The following is a response from the manager is this regard: 
 
“ … daar was ‘n paar gevalle … dat hulle soms te lank wag … (cervical dilatation) 
cross sometimes die action line (see Chapter 2) vir die tweede keer, dan wil hulle 
haar eers verwys … en ook pasiënte met elevated BP (blood pressure) hulle (the 
midwives) stuur hulle (the patients) te laat in …”   (Translation: “ … there were a few 
cases … that they sometimes wait too long …”  She (the patient’s cervical dilatation) 
sometimes cross the action line for the second time, only then do they want to refer 
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… and also the patients with elevated BP (blood pressure), they send them in too 
late …”.) 
 
The midwifery services manager’s response may imply that midwives lack the 
knowledge to recognize poor progress of labour.  For this reason the midwives 
sometimes only refer women when the cervical dilatation has already crossed the 
action line twice, before they refer the patient.  From this remark it is evident that the 
midwifery manager acknowledged the need for the in-service education of midwives.  
Following the interview she stated that she had already introduced the topic of in-
service education to a midwife who is qualified, keen, and willing to teach.  She 
mentioned that they have started to inform midwives in this regard: 
 
“… wat Mrs S (name of the maternal, child and woman’s coordinator in the research 
area) nou besig is … dit is nou heel goed … dat ons al die clinics (MOUs) betrek by 
die perinatal meetings … ons leer deur ons foute uit … as ons spesifieke gevalle vat 
en hulle bespreek dit … (Translation: “… what Mrs S is now busy with … it is quite 
good … that we involve all the clinics (MOUs) at the perinatal meetings … we learn 
from our mistakes … if we take specific cases and discuss these …”.) 
 
According to the Maternal PEP (2005:5), the progress of labour is very slow when the 
graph of cervical dilatation crosses the action line on the partograph.  The kind of 
action indicated here would be to accelerate delivery of the fetus.  The latter 
translates into augmentation of labour, which should occur in a hospital setting under 
doctor’s supervision and at a facility where obstetric emergencies can be dealt with 
(PEP, 2005:5). 
 
Jacki expressed the need for reorientation and in-service education to function at a 
different level: 
 
“… yes, we’ve got our experience as midwives, but we’ve been working as (at) a 
level 2 hospital.  That we have started now as a MOU, we would like to have more 
background on how to cope as MOU … Say the competency level is fair…” 
 
Staff development is an essential component of management and is important in 
ensuring optimal utilization of human resources (Booyens, 2001:168).  Booyens 
(2001:168) regards staff development as a key performance area of health service 
management.  This author furthermore contends that staff must be given the 
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necessary guidance and support through coaching to ensure that all staff develop 
their skills and knowledge whilst accomplishing tasks.  Muller (2001:294) identifies in-
service education as informal education of personnel to improve the required 
professional knowledge, skills, and attitudes.  She states the threefold purpose of in-
service education as: facilitation of effective team functioning; rectifying knowledge 
deficits, skills and attitudes, and preparing staff for the implementation of health 
system changes.  The need for further midwifery education is endorsed by Christiani 
stating that basic midwifery education cannot prepare midwives to be able to identify 
and handle all possible problems that may threaten the life of the parturient woman 
and her baby (Christiani, 1996:115).  Christiani argues that problem-based midwifery 
education can produce open-minded, inquisitive, and innovative midwives who can 
contribute positively to improving the health status of women.  Participants in a study 
by Lavender and Chapple (2004:325) were supportive of the fact that midwives 
should be in a position to gain new skills.  Participants in the Lavender and Chapple 
study stated that working in midwife-led units can put midwives at a disadvantage to 
gain new skills as they are seen to be working in isolation.  Booyens (2001:202) is of 
the opinion that empowerment of staff will increase their self-esteem and that 
productivity may also be improved.  No responses in this regard were given by the 
participants who completed the midwives’ questionnaire. 
 
The importance of the competence of the maternity client’s caregiver is an essential 
component of trust between client and caregiver.  The maternity client should have 
confidence in her caregiver’s professional knowledge in order for her to relax and 
entrust her care to the midwife (Christiani, 1996:117).  Service delivery of 
acknowledged excellence depends on well-educated and motivated staff.  In this 
regard managers, who recognise the importance of investing in education and 
continuing education, realize that their staff is the most important resource.  Well-
prepared and well-supported staff can be linked directly to good staff morale as well 
as quality of care (Association of Radical Midwives, 1995:49). 
 
Gillies (1994:397) emphasizes the importance that nurses and midwives must be 
knowledgeable and skilled in order to provide a high quality of care.  Gillies further 
states that nurses and midwives with, amongst other things, lack of knowledge tend 
to have low self-esteem and a lack of confidence in what they are doing.  This in turn 
will negatively affect their relationships with colleagues and also patients.  Booyens 
(2001:202) supportively cites the need for a scientifically determined, sufficient 
number of staff and a correct skill mix depending on the patient classification.  
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Supporting the need for skills development, Hospital Association of South Africa 
(2005:2) suggests that up-skilling nurses (and midwives) may partially alleviate the 
shortage of staff but also create an environment of lifelong learning. 
 
Proctor and Renfrew (2000:3) identify sources influencing the knowledge and 
consequently the practice decisions of midwives, namely views of colleagues; 
resources; previous experience; unit policies; ‘expert knowledge’; beliefs, cultures 
and values; individual women’s views; political climate and research.  Some of these 
sources, including views of colleagues, previous experience, and ‘expert knowledge’ 
were also identified in relation to the sub-theme on staff competency in this study. 
 
5.4.1.3 Sub-theme 1.3: Midwives’ reactions and emotions 
 
According to Cabanac (2002:80), Kaplan and Sadock (2003:83) and Freshwater, 
Maslin-Prothero (2005:205), an emotion is defined as complex feeling states with 
psychic, somatic and behavioural responses having particular psychological 
significance, moving the mind or soul.  Emotions may therefore refer to the 
experience of such feelings as fear, sadness, joy, surprise, or anger.  Emotions 
activate and direct behaviour (Okun, 2002:28).  It may be positive or negative, but 
both positive as well as negative elements are usually present.  A positive emotional 
experience is one that is joyous, worthwhile, desirable and special, whereas a 
negative emotional experience is seen to be terrible, shattering, disappointing and 
too much to cope with (Okun, 2002:242). 
 
Participants expressed negative as well as positive reactions and emotions relating 
to the referral of women in labour to a higher level of care.  Generally, the midwife felt 
that she was unable to meet the needs of her patient.  Negative reactions and 
emotions identified in this study included feeling frustrated, irritated, angry, 
powerless, and scared.  Positive emotions identified include professional pride in the 
caring role and being appreciated. 
 
a. Frustration, irritation and anger 
 
Frustration surfaces when someone has cause to feel dissatisfied, disappointed or 
unfulfilled and tense when outside forces block performance which would result in 
gratification of specific needs if carried out (Freshwater and Prothery, 2005:241).  
Irritation is defined as a response aroused due to impatience or anger (Freshwater 
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and Prothery, 2005:310)..  Anger is said to be a strong feeling of annoyance, 
displeasure, or hostility (Thompson, 2004:49).  Hostility refers to a state of 
unfriendliness (Thompson, 1995:657).  Frustration and anger emanated from the fact 
that the participants could not put into practice what they know they should provide 
for their clients as a result of lack of resources at their MOU.  Participants also 
experienced frustration due to their own lack of knowledge or skill or their inability to 
accompany the patient through the entire labouring process. 
 
Cathy responded as follows, apparently with mixed feelings: 
 
“It’s actually very frustrating, you know, because when you have your patient here, 
you want to give her the best care that you possibly can.  And unfortunately we know 
that where they are going they are not going to get the best care that you possible 
can” 
 
Another factor causing frustration in participants was the fact that they were unable to 
carry out doctor’s orders for various reasons, such as the unavailability of transport or 
certain medications in the MOU.  Written response 0206, as well as Abby, stated in 
this regard: 
 
“Doctor tends to give orders not available in our unit (referring to medications or 
procedures that the MOU is not equipped to perform) …“ 
 
Denise responded by saying: 
 
“… but sometimes you get so cross and frustrated, but you must go back to the mom 
and say to her it is now out of our hands, we can’t do otherwise, you must just wait 
(for the ambulance) and then you sometimes say to the family and tell them the 
ambulance it not here, is it possible for you to come and fetch your relative and take 
her to the hospital … “ 
 
Denise expressed strong emotions of irritation and anger about what she perceived 
as apparent undermining of her professional competence when she said: 
 
“Professional competency is questioned (by the midwives at the referral hospital) and 
I feel very irate about it …” 
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The following is another written response (participant 0207) also expressing irritation 
relating to professional competency and unnecessary referral of high-risk clients from 
a higher level of care facility to a lower level of care facility: 
 
“Problematic cases were sent from Hospital X (the referral hospital) to the MOU eg 
(for example) a previous caesar in labour.”  
 
On the issue of what is believed to be unnecessary referral from the lower level 
maternity service and possibly linked to questioning professional competency, 
Stefanini (1999:16) reports that it is not uncommon for health care providers to refer 
patients unnecessarily.  According to Stefanini, the latter may be due to the fact that 
health care providers do not have the means such as equipment and supplies to treat 
the patients.  Stefanini (1999:16), also identified instances where health care 
providers did not refer patients when they should have, because they were unaware 
of the standards of care at the referral centre.  Alternatively the health care provider 
may not refer a client because of not having interpreted the client findings correctly.  
Bennett and Brown (1999:6) support the notion that the midwife is never in a position 
to relinquish care of a mother and baby, but she may transfer the care to another 
skilled person such as a midwife. 
 
b. Sadness relating to lack of emotional support 
 
Aspects of care where midwives may need support or encounter emotionally draining 
situations, include the death of an infant.  Sadness is defined as a state of feeling 
gloomy and unhappy (Pearsall, 1999:1258; Chancellor Press, 1993:520).  Farren 
stated in this regard: 
 
“By support I mean there is somebody with the experience and background of 
midwifery, which you know has been through what you’re going through … 
sometimes you have a fresh SB (stillborn) and sometimes very emotional … I mean 
you need someone to talk to that, will understand what you’re going through …” 
 
Having a person to talk to will provide the midwife with an opportunity to give 
expression to her feelings and emotions.  Support and caring are crucial in the 
delivery of quality care, as they provide motivation amongst staff members and 
encourage teamwork.  Staff functions more productively under the supervision of a 
caring, considerate, and supportive manager who is fair and just in the treatment of 
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others (Booyens, 2001:698).  According to Christiani (1996:119), many midwives 
have experience as managers of midwifery care, but they do not always receive the 
support they need to perform their job to the best of their ability. 
 
c. Anxiety relating to waiting for patient transport 
 
To be anxious means to be apprehensive or mentally upset over possible misfortune 
or danger and is associated with real or imagined threat to a person’s security 
(Freshwater and Prothero, 2005:45).  Anxiety is said to be a subjective individual 
emotional response that can be directly observed and identified by certain 
behaviours (Stuart and Laraia, 2001:275).  One is said to be stressed when one 
suffers severe physical or mental distress caused by inability to adjust to factors in 
the environment (Freshwater and Prothero, 2005:576).  Freshwater and Prothero 
(2004:63) define scared as “having a great fear or nervousness” or a feeling of dread 
relating to an identifiable source that the person experiencing the emotion can 
validate (Thompson, 1995:63). 
 
Participants verbalised various experiences such as anxiety and starting to panic, 
having done their utmost for their patient (when the need for referral is identified) and 
then having to wait many hours for an ambulance to collect the patient needing 
transfer to the referral hospital. 
 
Relating to feelings of anxiety, some participants mentioned potential litigation 
against staff as a reason for referring women in labour.  Denise responded as 
follows: 
 
 “ …maybe there’s a possibility that it’s your fault …there’s a feeling of questioning 
yourself … that anxiety of getting into trouble of people suing you …“ 
 
Luker and Chalmers (1989:175) mentioned that nurses did sometimes make referrals 
to “cover themselves” where they might be held accountable.  Although the first 
response relating to possible litigation concerned the need for referral, one may 
question the possibility of instances where the fear of litigation weighs heavier than 
the actual need for referral. 
 
Anxiety may also occur when midwives experience being bullied by colleagues.  
Bullying is described as deliberate intimidation, intolerance or persecution of those 
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who are apparently weaker (Soanes and Stevenson, 2004:184), resulting in emotions 
such as anxiety or fear. 
 
Nicky’s response with regard to bullying was as follows: 
 
“… scared of what the midwives at the referral hospital might say … afraid to speak 
to your colleague.  It’s better to speak to the doctor?”  
 
In addition to the fact that undermining professional competence by colleagues may 
anger the person being undermined, it may also be seen as aggressive and bullying 
behaviour where the oppressed person experiences “horizontal violence” (Begley, 
2000:30). 
 
d. Powerlessness and despair relating to lack of supplies 
 
Freshwater and Prothero (2005:474) define powerlessness as being devoid of power 
and feeling that everything is wrong.  Powerlessness and despair relate to sadness 
and depression.  Depression is defined as a mood or feeling state of sadness, 
discouragement and selfdoubt (Freshwater and Prothero, 2005:175). 
 
One can identify powerlessness and despair on the part of participants when they 
have done everything in their power to stabilize a patient, but then having to wait for 
an ambulance to collect her.  Participants felt powerless, as they were unable to 
meet the identified needs of their clients, as evidenced in the following response by 
Denise: 
 
“We were taught to nurture and care for your patients … when you know what to do 
for them, but you cannot do so at your own institution…” 
 
Although not stated as such, one can detect an underlying emotion of despair in this 
quotation. 
 
Nicki expressed her inability to do for her patients what she used to do, as a result of 
lack of resources: 
 
“It’s worse now with the supplies.  With supplies its worse … it’s no more like before 
we can’t really give mommies what we really used to give before.  We also offer them 
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some meals … like sometimes you find they cannot get tea, because there is no 
sugar …” 
 
Nicki’s body language during the latter response, as well as her actual words, 
depicted despair and possibly surrendering to the fact that one cannot do what you 
want to do for the patient in your care.  Meeting the nutritional needs of the woman in 
labour is an essential element of good midwifery practice (Department of Health, 
2000a:13).  Powerlessness and despair in the working situation may impact 
negatively on production and caring specifically where the patient acuity is high.  This 
may result in much needed care which should be provided to patients, not being 
delivered.  Gillies (1994:397) states that nurses (midwives) who are emotionally 
drained tend to treat patients as impersonal objects. 
 
e. Professional pride relating to love for what they are accomplishing 
 
Pride is defined as a quality of being proud and experiencing a sense of one’s own 
worth (Kernerman English Multilingual Dictionary, 2006:707).  In this study 
professional pride refers to a professional’s feeling of being appreciated by the 
recipients of care.  Pride is associated with positive emotions such as happiness.  
Gavin and Mason (2004:398) describe happiness as a holistic ideal originating from 
three defining characteristics, namely: freedom to make choices, being informed, 
knowledgeable, and able to reason and it has virtue or moral character. 
 
Some positive, warming, and even consoling emotions are evidenced by Grace’s 
response: 
 
“I love what I’m doing … working in the MOU …even the staff the problems … things 
that’s sad doesn’t make me want to leave the service… and all is such a joy … we 
are providing a service and out there… I’m making a difference …” 
 
A written response by participant 0106 states: 
 
“Working at the MOU is a very “learningful (informative)” experience for me.  I 
personally feel that under the circumstances, we do the best for our patients.” 
 
Participants in a study by Hunter (2004:266) described midwifery as highly emotional 
work.  These participants suggested that emphasis should be placed on 
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management of emotions rather than interaction with clients, when working with 
colleagues and aspects of the organization.  Midwife participants from the Lindberg, 
Christensston and Őhrling (2005:360) study on: midwives’ experience of 
organizational and professional change also expressed pride and satisfaction, seeing 
themselves as more effective in their practice. 
 
Improving an individual’s sense of self-esteem and self-worth usually facilitates an 
improved relationship with patients and colleagues (Booyens, 2001:168). An 
empowered, satisfied, and happy staff complement will probably provide a high 
standard of patient care (Lavender and Chapple, 2004:334).  Receiving a high 
standard of care will result in a satisfied patient, who is seen to be the best 
advertisement of an institution (Booyens, 2001:203).  Caregivers with an increased 
self-esteem and good level of confidence are more likely to be motivated to deliver 
the best possible care to their patients.  Midwives are said to look upon themselves 
and their profession as being autonomous.  This displays pride in their professional 
role.  Searle (2004:92) states that midwives should be honoured to be members of a 
profession that means so much to humanity.  Endorsing the honourable status of the 
midwife, this author says: “midwives carry the touch of life and message of faith, 
hope and love.” 
As mentioned earlier, midwifery is highly emotional work.  Different emotions, 
negative as well as positive, have been identified from participants’ responses.  While 
positive emotions are expected to enhance not only midwives’ self-worth, they also 
improve the quality of care provided to women in labour prior to the inter-level health 
service referral.  Provided that good standards of maternity care are continued during 
the referral process as well as at the referral hospital, the latter should contribute 
positively to maternal and fetal outcome of labour. 
 
5.4.1.4 Sub-theme 1.4: Health service management issues 
 
Health service management can be defined as the persons who carry out polices; 
act, practise or manage resources (Booyens, 2001:146).  Hattingh and Acutt 
(2003:226) simply define management as a process of obtaining things done.  Smith 
and Cronjé (1999:11) define management as the process of planning, organising, 
leading, and controlling the resources of an organisation with the aim of effectively 
achieving the organisational goals.  Although Hattingh and Acutt (2003:226) define 
management as a process, it must be emphasized that it is people who have to carry 
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out the management process.  For the purpose of this study, the term management 
refers to a “group of health service managers” who manage (plan, organise, direct 
and control) the human, material, financial and informational resources in order to 
achieve the maternity services goals in the Nelson Mandela Metropolitan 
Municipality. 
 
Various management issues, including support from health service management and 
lack of effective management structures, were raised by participants.  Participants 
generally expressed concern about the lack of support from health service 
management.  The obviously contrasting responses relating to support from health 
service management, between participants from MOUs 1, 2 and 4 versus those from 
MOU 3, compel one to illuminate the role of health service management in support of 
staff.  Participants from MOUs 1, 2 and 4 expressed feelings of not being guided and 
supported, in other words there is a lack of engagement between the midwives and 
their health service management.  The Department of Health (2002a:7) subscribes to 
the fact that poor management is one of the major weaknesses of health services in 
developing countries and emphasizes the need for optimal management of human 
and material resources in the delivery of health care. 
 
1. Lack of health services management structures 
 
A structure is defined as a framework common to a group of individuals providing 
direction and support to such a group (Chancellor Press, 1993:597).  Health service 
management structures refer to the existence of structures enabling staff to render 
care of a high standard based on best practice.  Enabling factors in an effective 
management structure may include good leadership, adequately educated and well-
motivated staff, satisfied patients as well as the flexibility to improve role performance 
of all functionaries.  In this study lack of health service management structures refers 
to the perceived absence of established structures between staff at line functional 
level and health service management to have staff and patient care issues of 
concern resolved and/or addressed. 
 
Participants said that there is a lack of health service management structures.  
Farren stated: 
 
“There is a lack of clear management structures … management … has little little 
understanding about how MOU is functioning …” 
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Midwifery management is responsible and accountable for efficient and effective 
quality maternity care through the most effective use of resources.  Noticeable from 
Farren’s quote is the potential for poor staff morale and possibly also conflict of 
interest between line functionaries and health services management. 
 
Midwifery management should provide good leadership to support midwives 
(Lavender and Chapple, 204:324).  Supportive leadership will enable midwives to 
function in an environment that facilitates equity of care for women in labour who 
need to be referred and also provide job satisfaction for midwives.  Providing equity 
of care to such women during the inter-level health service referral is important, as it 
will foster a trusting relationship between the health care provider and the patient.  
The chances that the patient will be fully participative in her own care are bound to be 
much better in an open relationship with her carer. 
 
A well motivated staff complement and patients who experience a trusting 
relationship with their carers can be regarded as a guarantee for a less stressful 
inter-level health service referral process for patients and staff 
 
Although the concepts ‘management; and ‘leadership’ are not synonymous, effective 
health service managers should identify and learn the skills of leadership (Booyens, 
2001:246).  Effective management of human resources is underpinned by good 
leadership, this being one of the key elements of management.  Lavender and 
Chapple (2004:329) highlighted the need for strong leadership by stating that a 
midwifery manager may ‘make’ or ‘break’ her unit. 
 
The midwifery services manager did not respond to the matter relating to lack of 
health service management structures as the midwives allocated to the MOUs and 
the manager function under different managements. 
 
b. The supportive role of health service management 
 
Support is a process known to affect the growth, change and development of a 
professional person, in this instance, the midwife.  Some participants said they were 
well supported while some on the other hand expressed not being supported by 
health services management.  The aspects relating to the supportive role of health 
service management are addressed. 
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i Evidence of good support from health service management 
 
Health service management at MOU 3 was perceived and experienced as being 
supportive as is evident from this response by Louise: 
 
“… our management is always here to listen to our problems … they do at least listen 
to us … like the problem with security (that we had) at least now we are having 24- 
hour security …” 
 
Midwives, who believe that they have a good health service management and strong 
leaders, want to do their best for the leaders, and also for their patients, as they have 
mutual respect for each other’s roles.  Strong leaders would be more likely to stand 
up for their midwifery team who fights for their place in the sun.  Kotzé (1998:9) 
supports the notion of the need for support for the professional nurse and midwife, as 
is evident in the following statement: “At the core of the professional nurse’s 
(midwife’s) discovery of herself lies a need to have supportive colleagues and nurse 
(midwife) managers to effect and influence change, growth and development.” 
 
It is believed that midwives working in teams have stronger group cohesion implying 
that the manager should form part of the team.  Lavender and Chapple (2004:325) 
support the enabling factor of teamwork, stating that midwives working in a team 
utilise their existing midwifery skills better.  Midwives’ professional development and 
job satisfaction are enhanced when a good team spirit exists.  The participants in the 
study by Lavender and Chapple (2004:329) stated that their midwifery manager 
should also be able to function as a team player.  According to Lavender and 
Chapple (2004:334), midwives who felt valued, including being valued by the 
managers, expressed that they had greater job satisfaction irrespective of the 
workload. 
 
ii Lack of support from health service management 
 
While some participants experienced good support from health service management, 
others experienced a lack of support.  In response to the question as to whether 
participants are supported by health service management, Ingbritt stated: 
 
“There’s NO (loudly and strongly stated) support here really … when we do 
experience problems we do take it to a higher level.  There are times when you don’t 
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get a positive answer, then you don’t feel happy about it …at the moment we are 
sitting with a staff problem … we‘re discussing for probably 3-4 years and now we’re 
sitting with a crisis … and I don’t know whether they are taking up serious our 
grievance.  We write letters … we believe some get stuck at (name of place where 
offices of senior management are located mentioned here) … I think that leads to 
people having low morale … there’s unfairness regarding our overtime hours … it’s 
those small things that count as support from management that we’re not getting ...” 
 
The participants in the study by Symon (1998:22), reported a similar experience, 
namely that the midwifery managers failed to give support to the clinical midwives.  
Illustrating the notion that health management is seen not to understand midwifery is 
a response by Ingbritt: 
 
“Management rotate staff (between the comprehensive care clinic and the MOU) 
whereas midwifery is a specialised field requiring skills”. 
 
In support of the latter view is a written response from participant 0202: 
 
“…management does not understand.  That is why there is continuous rotation of 
staff in the MOU.  Midwifery is a specialized field that requires skilled, competent staff 
at all times. We are caring for (at least) two lives.“ 
 
Participants in the study by Symon (1998:20) expressed the notion that managers 
are not supportive and may criticise midwives if something goes wrong.  One of the 
expectations that line functionaries have of their manager is the fact that (s) he needs 
to establish relationships with the people (s) he works with.  Good working 
relationships between midwives and their management will facilitate the achievement 
of jointly set goals.  Of importance to note is that whenever people work together, the 
outcome will depend on how well they get along.  The participants in Lavender and 
Chapple’s study (2004:330) value peer support, stating that if they “work together, 
play together, and cry together” they coped better during busy periods. 
 
The needs of women in labour in this study changed as most of them were at low risk 
of obstetric complications when admitted in labour.  At this stage they were less 
dependent on health care providers, but when the need for referral arose, their 
dependency level increased.  The changing health care needs of such women 
challenged midwives to adapt their care to meet these changing health care needs.  
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Midwife managers have a responsibility to promote and facilitate delivery of care, 
including when the health care needs of patients change.  In this regard the 
Association of Radical Midwives (1995:49) suggests that health service management 
should support and encourage their staff to be innovative, responsive, and sensitive 
to the changing needs of service delivery and service consumerism. 
 
5.4.2 THEME 2: MATERIAL RESOURCE-RELATED ISSUES 
 
Material resources are the tangible assets of an organisation, including buildings, 
equipment, supplies, and furniture (Smith and Cronjé, 1999:206).  The second theme 
relates to material resource-related issues, and aspects such as transport, lack of 
equipment, safety and security, communication between levels of health care and 
implementation of protocols.  As is the case with staff shortage, inadequate 
resources also directly contribute to less than optimal delivery of care. 
 
5.4.2.1 Sub-theme 2.1: Transport-related issues 
 
In the context of this study transport-related issues refer to aspects relating to 
transporting women in labour who are referred from a lower to a higher level of care.  
It appears as if the availability and efficacy of ambulance services present a major 
challenge to the participants.  This issue is supported by the participants in the 
qualitative part of the study who were interviewed as the questionnaire responses.  A 
total of 24 (57%) of the 42 descriptions of participants, who completed the health 
care provider profile reflected transporting of patients as problematic.  The women 
making use of services of a MOU are often economically disadvantaged and will be 
dependent on state-sponsored transport.  As these women are referred only when 
abnormal labour is diagnosed, swift transport to a higher level of care is essential.  
Transport-related issues included long waiting periods and the unavailability of 
ambulances, especially over weekends and at night. 
 
a. Availability versus unavailability of ambulances 
 
Responses relating to long waiting periods include the following by Farren: 
 
“ .. it could be up to 12 hours.  You phone in the morning and then 6 o’clock the 
patient can still be there.  You know sometimes of 3 – 4 hours.  I’ll say that’s the 
minimum.  The maximum will be 11 – 12 hours …“ 
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Participant 0103 gave the following written response: 
 
“They (the patients) do not understand why they have to wait so long (for an 
ambulance) especially if they are in pain.” 
 
A statement by Louise refers to a reported maternal death that occurred at one of the 
MOUs in the research area.  Anecdotal evidence exists that this maternal death 
occurred as a result of long hours waiting for transport and having to wait outside a 
locked door of the MOU.  Louise mentioned that: 
 
“The referral system is a problem.  What I can mention is the death of that case that 
was in the papers (referred to here was the maternal death that occurred while the 
patient waited for an ambulance) … it (transport problems) did improve, but it was 
only for a week and then we were back to normal … waiting for hour.” 
 
As Louise rightfully states the transporting of patients improved, but after a week it 
was back to long hours waiting for ambulances.  The deduction that can be made 
from the latter three responses is that long periods waiting for ambulances impact 
negatively on women in labour who are referred from a lower to a higher level of 
care. 
 
Not only is there concern that complications for both mother and her fetus/baby may 
worsen during such extensive periods of waiting for ambulances, participants also 
become despondent, as is evidenced in the responses used earlier where “having to 
look the patient in the eye and explaining to her why she has to wait and “having 
done her utmost for the patient and then having to wait for the ambulance” were 
described. 
 
It appears that the transport-related problem, more specifically the unavailability of 
ambulances, was worse during certain periods such as at night or over weekends.  
Abby’s response supports this: 
 
 “Over weekends and Friday and Saturday night, they are terribly busy on the road so 
patients have to wait longer waiting for ambulances … up to 4-6-8 hours from the 
time that we phone them... resulting in more complications or making the 
complications worse, like the mother who was in preterm labour and then had a 
stillbirth.  The participant who made the latter response implies that a (preterm 
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labour) baby died as a result of the ambulance delay.  The same response also 
implies that there is no special ambulance for maternity cases. 
 
The midwifery manager’s response relating to long waiting periods for ambulances is 
as follows: 
 
“ … Wat vervoer betref het hulle ‘n probleem … partykeer gebruik hulle munisipale 
vervoer … Ek het al gesien hulle gebruik hul eie vervoer ” (Translation: “… As far as 
transport is concerned they have a problem … sometimes they (the midwives) use 
municipal transport.  I’ve seen them use their (midwives’) own transport …”) 
 
The latter response from the midwifery manager illustrates that midwives sometimes 
use ordinary municipal transport or the midwives’ own transport to transfer women in 
labour from MOUs to the referral hospital.  The implication of midwives using either 
municipal or their own transport is that this type of vehicle is not equipped to 
transport women in labour.  The final responsibility for the patient’s wellbeing still 
rests with the referring midwife who is faced with the dilemma of choosing between 
using an alternative (improperly equipped) means of transport versus long periods of 
waiting for an ambulance to collect a patient for transferl.  The midwife may be faced 
with a patient waiting for an ambulance while her condition may deteriorate as the 
advanced interventions needed are not available at the MOU. 
 
The ambulance manager acknowledged the fact that long periods of waiting for 
ambulances are a concern, but shared the following anticipated solution to the 
problem: 
 
“… once we have a specialised vehicle in place, it will alleviate the problem … 
especially when they come from the MOUs which (have long waiting periods for 
ambulances) which is not good for the patient”. 
 
As evidenced by Louise’s response, a specialised vehicle was briefly made available 
to be on standby in the research area in reaction to newspaper reports associating a 
maternal death with the unavailability of an ambulance for patient transportation.  
This vehicle was withdrawn within a week of coming into use as it was apparently 
needed for other emergency services.  At the time this thesis was completed the 
problem of transportation was still unresolved. 
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With regard to whether midwives’ requests for ambulances were appropriate, the 
ambulance manager responded: 
 
“Well coming from you to what I was saying … the people who refer are definitely the 
midwives.  When they (the midwives) refer there have been problems in the past … 
so as a result we decided that if there are no doctors available … it should be a 
medical superintendent phoning us ...”  
 
Apparently, based on the response by the ambulance services manager, the 
midwives’ decision to refer patients, caused problems at times, hence they 
(ambulance services personnel) decided to wait for authorization from a more senior 
member of staff before they dispatch ambulances. 
 
On the question relating to the ability of the ambulance department staff to make 
proper patient assessments in order to take patients to the correct facility to deliver, 
the ambulance manager stated: 
 
“… not all of us.  The problem is with the advanced type (ambulance personnel with 
advanced education) … the advanced type is even more extinct than anybody else.  
They go to the private sector” 
 
It appears as if ambulance personnel, and particularly the much-needed advanced 
qualified categories, are migrating from the public to the private health care sector. 
 
The Department of Health (2002a:6) in its Guidelines, states the referral system 
should have access to transport facilities.  In support of this notion the PEP (2005:13) 
contends that guidelines for intrapartum referral will depend among other factors on 
the availability of transport. With regard to emergency transport for maternity patients 
the Department of Health (2002a:16) stipulates that: 
• appropriately staffed ambulances should be available on a 24-hour basis to  
transport women needing transport between health facilities or from home to 
the health facility; 
• appropriate communications must be in place to contact ambulances so that  
women can be transported speedily; 
• a midwife or qualified paramedic should accompany the patient; and 
• standard equipment for ambulances should include a delivery kit. 
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Evidently the specifications by the Department of Health are not observed in 
maternity service delivery in the research area.  Thomson (1996:107), in her editorial 
paper summarising the ICM 1996 conference proceedings, observed amongst other 
things, that transport or the lack thereof is one of the major reasons why childbearing 
women may not be in a position to access appropriate professional help.  As a result 
of this situation the woman may not be able to access the necessary and appropriate 
care when complications arise.  Not having access to health care (in this instance as 
a result of lack of transport) is contrary to the PHC principles underpinning the 
national health policy of South Africa.  Stefanini (1999:16) identified transport as a 
typical resource-related problem very often featuring as one of the major obstacles to 
effective referral. 
 
Using private transport to transfer a woman in labour with a complication, may put 
the particular health care provider at risk of litigation, should something unforeseen 
happen to her client that she is unable to manage in the way she would do if the 
client were transferred in a well-equipped ambulance.  On the other hand, private 
vehicles may be a good transport option compared with waiting for an ambulance 
with the life of a woman in labour and/or her fetus deteriorating progressively.  PEP 
(2005:13) suggests that prolonged labour is more likely to be complicated by 
maternal anxiety, keto acidosis and utero, recto, and vesiculo vaginal trauma.  
Prolonged labour is also associated with higher incidences of fetal hypoxia with 
resultant fetal distress and intrauterine death. 
 
Thaddeus and Maine (1994:1092) identify transport delay in reaching an adequate 
health care facility as a barrier to the provision and utilization of high quality, timely 
obstetric care.  Similarly in this study, women in labour referred to a higher level of 
care, could not access the required care due to long periods waiting for ambulances.  
Midwives at the MOUs may be tempted to refer women too early due to the 
unreliability of transport. 
 
5.4.2.2 Sub-theme 2.2: Lack of equipment 
 
Lack of equipment refers to the unavailability of necessary facilities, equipment and 
supplies for the provision of quality care to women in labour.  Equipment may refer to 
incubators; medication for emergency use; facilities for oxygen supply and equipment 
for monitoring, such as cardiotocograph (CTG) machines.  Participants in this study 
indicated a lack of different material resources. 
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Betty’s response illustrates the lack of equipment, as well as the matter of unsafe 
practices: 
“ … I don’t think we have enough equipment … eeh our suction machines sometimes 
they are faulty.” 
Although routine suctioning is not practised, functioning suctioning equipment is 
regarded as a basic piece of equipment for any delivery unit (Cronjé and Grobler, 
2003:681). 
Nicki mentions a lack of various kinds of essential equipment and supplies: 
“… liquid soap … the draw sheet for the patient … not enough sheets for the patient   
we use the same linen (for another patient) if it’s not soiled … we are using it!!!  We 
cannot do otherwise …there was no cord clamps … no needles for injection …  other 
lady who was from the conference said we must use silk to tie (clamp) the cord …  
we were out of stock … the whole hospital … V A L I U M (said emphasising every 
letter of the word) …really we must just pray we don’t get a patient who is fitting … 
when we were provided by this Valium it was expired the sister ooh Psychiatric sister 
who said: “No we can’t just not have this and then she gave a few and we divided 
amongst ourselves …” 
All supplies mentioned in this response are basic requirements for maternity care 
provision and are of utmost importance for the delivery of quality care to clients 
(Cronjé and Grobler, 2003:681).  Not having supplies such as soap for hand washing 
or having to share bed linen, especially for women in labour, constitutes a major 
potential source of infection.  It is also a direct violation of basic patient rights, namely 
exposing the patient to unnecessary risk factors.  Staff appears to be desperate to 
the extent that even an expired drug (in this case Valium® used at one MOU as an 
anticonvulsant) was seen to be better than having nothing to give to an eclamptic 
patient.  What needs mentioning here is that Valium® was in contravention with the 
stipulations of the Guidelines. 
 
Arguably, MOUs are supposed to provide care for women at low obstetric risk, but 
one piece of equipment mentioned persistently and specifically by a number of 
participants was the need for a CTG that will enable participants to do electronic 
monitoring of the fetal heart.  One should bear in mind that the MOUs in question are 
functioning in a unique setting where midwives may be justified to make the request 
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for an electronic device to monitor felt heart.  Related to the need for CTG machines 
at MOUs, Farren says: 
 
“ … you find it is difficult to render proper care because of insufficient equipment … 
like the CTG machine that’s forever faulty …So we try to get the proper thing rather 
than having the this thing repaired every time … because what happen you have 
deceleration in fetal heartbeat.  You can hear it then the CTG machine will show 2.2, 
2.3 …” (The numerical display on the CTG machine is supposed to reflect the fetal 
heart rates per minute, such as 120, 148 etc) … now sometimes it will show normal 
limits when you can hear its not normal fetal heart …”.  Based on Farren’s remarks, it 
appears as if the CTG machine may not be functioning properly, resulting in a 
discrepancy between fetal heart sounds that the midwife can hear and those 
displayed digitally on the CTG machine. 
 
Harriet, on the other hand, responds as follows: 
 
“…we got enough, we have two CTG machines …“ 
Participants in this study apparently had a lot of faith in the diagnostic value of the 
CTG monitor in midwifery practice and the fact that it will enhance their decision-
making ability and therefore the quality of care provided.  This apparent dependence 
of midwives on CTG as a monitoring device is a possible cause of concern, 
especially for the South African midwife who often functions in resource-poor 
settings.  One respondent rightfully said that one can hear if there is a deceleration in 
the fetal heart.  Being able to detect deviations such as fetal heart decelerations with 
the use of the Pinnard’s stethoscope, demands correct use of this device.  It 
therefore depends on whether the Pinnard stethoscope is used correctly.  The 
emphasis is placed on the correct use of this device which requires very good skills 
from the person using it.  The only fetal heart feature that one cannot identify with 
intermittent monitoring is loss of variability.  It is much less costly to acquire and 
maintain sufficient stock of Pinard’s stethoscopes, compared to CTGs.  Furthermore, 
the CTG has not been identified as an essential piece of equipment for MOUs 
(Cronjé and Grobler, 2003:681). 
Intermittent fetal heart monitoring, using a Pinard’s stethoscope is the most common 
method used in monitoring of women with low-risk pregnancies (de Kock and van der 
Walt, 2004:1-6).  Further exploration is required as to why some midwives in this 
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study have shown an apparent ‘dependence’ on CTGs.  A possible explanation may 
be the fact that referring midwives ‘should provide evidence’ of fetal heart 
decelerations to convince their colleagues at the higher level of care that referral for 
fetal distress is merited. 
The use of the CTG in midwifery has come under scrutiny and has been a topic 
debated widely.  According to Symon (1998:79), the use of CTG in perinatal care is 
of critical medico-legal importance.  The place of the CTG in maternity obstetric 
practice has been debated from the point of view of poor outcomes as well as legal 
implications (Capstisck and Edwards in
“The outlay of the unit is not suitable to the structural arrangement.” 
 Symon, 1998:79).  Symon (1998:79) 
contends that there is division among practitioners about the desirability of the use of 
the CTG monitors in labour.  While some feel that the use of CTG must be limited, 
there are others that have called for the mandatory use of CTG monitors in practice 
(Symon, 1998:79).  The WHO (2003:143) argues that routine use of equipment for 
monitoring during labour is not justified by research, but may be beneficial if 
medically indicated..  It is concluded that the widespread benefits attributed to CTG 
are questionable. 
 
A written response addressing another aspect of resources mentioned the MOU 
outlay: 
 
 
A South African study by Mashazi and Roos (2000:100) identified a lack of resources 
at MOUs such as those relating to transport, telephones, nurses, midwives and 
doctors and also food for patients.  According to Muller (2001:165), facilities, 
equipment, and supplies should be adequate and appropriate to ensure safe and 
efficient nursing and midwifery management and care.  Thaddeus and Maine 
(1994:1092) identified the shortage of supplies and equipment as a delay in receiving 
adequate care at the facility.  Lack of resources inevitably has a ripple effect resulting 
in a lower quality of care being provided to clients (Mashazi and Roos, 2000:100). 
Macki’s response to the lack of temporary storage for infant corpses and incineration 
of placentas is: 
“Oh one more thing … we have no fridge … for SBs (stillborn babies).  During the 
week it’s better because we ask the Mooirivier (the name of the referral hospital) staff 
nurses to take the baby … and the placentas … and there’s an awful SMELL 
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(strongly and loudly stated) … WEEKEND … Those that we’ve got here, have been 
here since Friday.  In fact since Thursday night because Friday was a Public Holiday 
they will only be taken on Tuesday (Interview done on Easter Sunday).” 
According to Hospital Association of South Africa (2005:1), placentas are classified 
as health care risk waste for which an appropriate storage area should be provided.  
A further stipulation is that health care risk waste must be transported under very 
specific circumstances.  From the last quotation it is evident that neither of the two 
Hospital Association of South Africa stipulations is met and this may have adverse 
implications for patients and health care providers resulting in them having to endure 
the awful smell of decomposing babies and placentas as well as those having to 
transport the waste to its final destination. 
 
The midwifery manager responded as follows regarding the shortage of equipment: 
 
“… wat equipment aan betref is dit nog nie 100% nie … linne is ook nog ‘n probleem 
… hoe kan ek nurses vra om ‘n pasiênt te cover en daar is nie ‘n laken nie (last three 
words said loudly) ” (Translation: “… as far as equipment is concerned it is not yet 
100% … linen is also still a problem … how can I ask nurses to cover a patient and 
there is no sheet”).  In a follow-up interview to obtain her views on shortage of 
equipment at the MOUs, she responded: 
 
“… I’m not aware of anything except for Mooiriver (a fictitious name for an MOU in 
the research area) who said that they needed a CTG … doctor R sorted this out and 
they got a CTG”.  At the follow-up interview, the midwifery manager stated that there 
was much improvement in their equipment situation, but singled out a lack of 
autoclaves resulting in a shortage of sterile instruments for use in labour wards.  For 
sterilizing purposes, they soak used equipment in a disinfectant solution. 
 
Aiming at the best possible pregnancy outcome for mother and fetus/infant, the heath 
care provider should always render good standards of maternity care to the patient at 
all levels of care.  It appears as if some of the problems pertaining to lack of 
equipment have been resolved, for example by the provision of a CTG to Mooiriver 
(fictitious name) MOU.  On the other hand, the fact that used delivery instruments 
cannot be properly sterilised at the referral hospital, presents a potentially detrimental 
situation for the already vulnerable women who were referred from the lower level of 
care.  Instead of entering an environment where more advanced and specialised 
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care is expected, the women referred there may be exposed to nosocomial 
infections. 
 
Implementation of appropriate maternity care may be delayed in the absence of 
equipment and supplies.  Delays in treatment can be relating to the inability to 
establish contact with a doctor at the referral hospital for consultation purposes prior 
to transferring the woman to the referral hospital.  Unavailability of ambulances or 
long waiting periods for ambulances to transport patients may result in complications 
associated with certain medical and/or obstetrical emergencies.  This adversely 
affects midwives’ perceived effective functioning while, attempting to refer women in 
labour from MOUs to the referral hospital in the research area. 
 
5.4.2.3 Sub-theme 2.3: Safety and security 
 
Hattingh and Acutt (2003:85) define safety as a state of the human mind resulting in 
modification of their actions, and perceptions and creating a physical environment to 
reduce hazards and accidents.  Safety refers to a state of being free from injury, 
danger or hazard.  Occupational Health Safety Association Standards (18001:1999 
British Standards, 2002:18) define a hazard as a source or a situation that has 
potential to cause harm in terms of ill health.  Colla, Bracken, Kinney and Weeks 
(2005:365) state that the term “safety climate” refers to the measurable components 
of safety culture, namely management behaviours, safety systems and employees’ 
perceptions of safety.  The survey on patient safety climate conducted by these 
authors revealed five common dimensions of patients’ safety, namely leadership, 
policies and procedures, staffing, communication and reporting (2005:365).  Security 
refers to being free from fear and anxiety, feeling confident and not being exposed to 
danger.  Loock, Grobler and Mestry (2006:13) allude to the importance of ensuring 
employee safety and security.  This study addresses conditions and factors that 
affect the safety and security of patients, staff, and visitors.  Patients were not 
referred due to safety and security reasons, however this concern bothered 
participants to such an extent that it caused them unhappiness and stress. 
 
The lack of safety and security of patients and staff was raised by some of the 
participants as an issue of concern.  Patient safety issues are illustrated in responses 
such as the following one by Farren: 
 
“ … you know the things they are using … the floors are just being washed with 
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normal soap and water … even X (name of specific product brand mentioned here) is 
a household product … you don’t use X for the floors of an MOU and it should be 
done daily”. 
 
From this response it is evident that the floors of the MOU are not cleaned with the 
disinfectant stipulated by health authorities for this purpose.  The above quotation 
illustrates a possible infection risk for patients as the floors in the ward are not 
cleaned properly. 
Patient safety is also compromised as a result of lack of supplies such as oxygen that 
may be a lifesaving supply as mentioned by Macki: 
“… if we deliver a baby who needs oxygen for resuscitation?  We go to Casualty to 
fetch the “Black man’ (“Black man is the name used to describe the oxygen cylinder) 
… they may need it.  Someone say with Asthma … they come and fetch it again … 
now at the moment there’s no oxygen as we are talking.“ 
 
The oxygen cylinder may be needed simultaneously for a baby needing resuscitation 
as well as for another patient in the Casualty department.  In this instance, one 
patient is inevitably deprived of a lifesaving supply of oxygen.  Similarly when 
midwives have to fetch the oxygen cylinder from another department, another safety 
issue emerges as they would possibly have to leave the woman and/or baby 
unattended.  Thus the unavailability of oxygen interferes with the effective 
management of patients at this MOU. 
 
Macki describes a safety issue which involves both patients and staff: 
“Oxygen is another problem, because the oxygen gets finished sometimes … it’s not 
there and we’ve got to use the cylinder … it’s a bi i ig (showing something big using 
hands) we have to transport it … we’ve got to go there’s no porters here … it’s a 
heavy thing we’ve got to go to Casualty to fetch the “black man” …we call it the black 
man … “ 
The emphasis in this part of Macki’s response illustrates a possible safety risk to the 
staff member who has to transport the oxygen cylinder.  Staff health is compromised 
as moving the oxygen cylinder may cause the midwife to injure her back.  
Occupational Health Safety Association Standards (18001:1999 in British Standards, 
2002:7) stipulate that the safety of staff is the responsibility of health service top 
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management, which in this case is the national Department of Health as the 
participants are employed in public maternity facilities. 
In an attempt to provide in the basic needs of her patient the midwife in this study 
must transport a huge, heavy oxygen cylinder.  Having to transport an oxygen 
cylinder can certainly not be classified as a midwifery function, but the midwife may 
feel the need to do so as her patient needs oxygen.  One can categorize 
“transporting the oxygen cylinder” as a “portering duty” according to McKenna and 
Hasson (2002:58).  The midwife may sustain injuries during the process of wanting to 
meet the health needs of her patient by getting the oxygen to the patient. 
Nicki provided another example of an unsafe working environment where midwives 
experience lack of safety related to the lack of equipment: 
“… we have no beds that can … separate … we have no delivery beds we don’t have 
and when you suture …you feel your back! ... you know … you are hurting your back, 
because we are using an ordinary bed … we have no poles (lithotomy poles) … you 
know breech delivery is another thing … “ 
The procedures mentioned require the use of a special bed that can be separated as 
well as lithotomy poles in order for the woman’s legs to be suspended and the 
midwife to position herself optimally without endangering herself or the patient.  If she 
is not optimally positioned the midwife may not only put unnecessary strain on her 
back, as was mentioned by one participant, but also may result in patient discomfort 
and possibly less than optimal suturing technique for the patient’s perineum.  Such 
practice constitutes substandard care being provided by midwives, not being as a 
result of incompetence on the part of midwives, but as a result of the lack of safety 
systems. 
Not being able to put the woman in the lithotomy position when a breech delivery is 
conducted with the woman in the dorsal position, is most probably even more risky 
than the possibility of the midwife injuring herself, as the baby may sustain life-
threatening and potentially fatal injuries.  It is suggested in literature such as Boyle 
(2002:68), that the woman who gives birth to a baby in a breech presentation should 
be placed in a position allowing the baby’s body to hang so that the force of gravity 
can aid the descent of the aftercoming head of the breech into the birth canal.  
Although the lithotomy position is not the only position assisting the body of a baby in 
a breech presentation, the practice in public maternity settings locally is the use of 
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the lithotomy position. 
 
Although identified in the context of lack of equipment, patient transport was once 
again reported by a number of participants in relation to safety and security.  A 
written response (0103) in this regard is as follows: 
 
 “Very dangerous situation for patients in labour because of time wasted between 
MOU and the hospital” 
The midwifery services manager did not volunteer any response with regard to the 
safety and security of staff and patients as she does not have direct contact or 
jurisdiction over activities at the MOUs. 
Colla, et al (2005:364), assert that a patient’s safety climate is predictive of health 
outcomes.  The participants in the study by Mashazi and Roos (2000:102) suggest 
that proper safety and security in a MOU will improve the morale of the MOU nurses, 
midwives, and patients, diminish fear and also enhance confidence and comfort.  The 
South African MOU Policy Document (1995:3) gives some guidelines in support of 
the need for proper security by stipulating that there should be a security gate 
between labour wards and the reception area as well as an alarm system, which is 
connected to the local Police Station. 
 
Safety and security of staff and patients may not be directly relating to the inter-level 
health service referral of women in labour, but safe facilities enhance the client/family 
experience of childbearing.  Staff functioning in a safe working environment will be in 
a better frame of mind, have a higher staff morale and will therefore be in a better 
position to provide holistic maternity care. 
5.4.2.4 Sub-theme 2.4: Communication between levels of maternity care 
Communication is described as the process of transmitting meaningful information 
which the sender wants a receiver to know, understand, and act upon (Smith and 
Cronjé, 1999:333).  Communication between maternity health care providers refers 
to the process of conveying information about women referred from lower to higher 
levels of care.  An effective communication system can be regarded as one of the 
cornerstones of essential services such as health care service delivery to maternity 
clients.  Communication includes both initiating communication due to concern about 
a patient as well as communication to ascertain the outcome of the referral. 
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Most of the participants in this study expressed a need for communication between 
health care providers around the referral of women to a higher level of care.  Denise 
stated: 
“… sometimes the doctor is in theatre when we phone the higher level of care.  
Uhmm, but I suppose because the people that are working there in the labour ward, 
is the people that used to work with us when Y (name of previous maternity referral 
hospital mentioned here) was the referral hospital.  So I won’t say we are having a 
communication a problem” 
The fact that they had previously worked with staff now working at the referral 
hospital apparently made communication easier compared to communicating with 
other midwives. 
Betty describes an inability to communicate with health care providers at the referral 
hospital: 
“Communication is a problem. We phone … sometimes no one answer … 
telephones at the referral hospital … The telephone gets picked up and put on the 
side …“ 
Macki was hampered in her efforts to initiate communication with staff at the referral 
hospital: 
“No telephones available at MOU … We have to use the public telephone as a free 
line.” 
The midwifery services manager did not verbalise any knowledge relating to staff at 
lower level maternity services having difficulty in establishing contact with the referral 
hospital. 
The MOU where Macki worked did not have a regular telephone service.  In this 
instance a free line refers to the availability of a public telephone where certain 
emergency numbers can be accessed by staff members at no cost. 
Tingle (2001:1378) reports effective communication as one of the strategies that can 
be implemented to avoid many errors relating to health quality and complaints.  The 
inability to establish contact with the referral hospital in the absence of an effective 
communication system inevitably results in delays in identified patient treatment. 
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a. Initiating feedback communication 
Another problem identified by participants was the need for feedback from the higher 
level of care to the referring midwives.  Initiating feedback communication refers to 
the attempts by midwives at the lower level of care to determine the outcome of 
labour of women referred from their units.  Different responses were elicited on the 
issue relating to who is responsible for initiating communication regarding patients 
referred to the higher level of care. 
Farren stated: 
“ … BUT FROM THEIR SIDE there’s … no feedback communication just a patient 
ending up there … Except if you phone them … and ask what happened to the 
patient.” 
Louise on the other hand felt that the responsibility to initiate communication remains 
that of the referring midwife and they in fact do not have any problem doing so.  She 
responded as follows: 
 “… We have no problem initiating (feedback) communication … It is our 
responsibility… We initiate feedback because we are concerned about our patient … 
There’s only one way we initiate follow-up …” 
Ineffective communication, expressed as a misunderstanding, occurs where health 
care providers at the referral hospital are unaware of the resources available at the 
lower level service centre (Stefanini, 1999:16). 
Clemen-Stone, et al (1995:346) identified “answering a referral” as an important part 
of the referral process to help maintain communication networks between health care 
providers.  These authors further contend that referrals should be answered as soon 
as possible. 
Explanations as to why participants indicated that they feel it is their responsibility to 
initiate feedback communication included the participants mentioning the fact that the 
midwives at the referral hospital are very busy (and they do not have time to initiate 
feedback).  The referring midwife is the one who sent the patient to the hospital; she 
is also the one who knows the patient.  Thus it is better if the referring midwife 
initiates feedback communication.  Feedback from the health care providers at the 
higher level of care is important as it then informs the referring midwives about the 
outcome of the referral.  This will also provide the referring midwife with an 
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opportunity to reflect on her practice, such as evaluating the effectiveness and 
appropriateness of care provided to women prior to referral. 
Despite the fact that most of the participants in this study felt that it was their 
responsibility to initiate feedback communication, the White Paper on Health 
(Republic of South Africa, 1997c:194) states that referrals must be “answered” as 
soon as possible and that it is in the best interest of the patient that all health care 
providers play an equal role in maintaining effective communication. 
As indicated the midwifery services manager also supported the fact that the 
midwives at the lower level should initiate support.  Regarding feedback 
communication, the midwifery services manager stated: 
“Dit is meer belangrik vir hulle om te weet wat met hulle pasiënte gebeur het …maar 
(strongly stated) dan moet ons self (strongly stated) ook weer kyk wat het ons 
(strongly stated) gedoen.” (Translation: It is more important for them to know what 
happened to their patients … but (strongly stated) then we ourselves (strongly stated) 
must again look at what we did). 
5.4.2.5 Sub-theme 2.5: Implementation of protocols 
A protocol is a guideline that was prepared by an appropriately authorised person or 
institute on how to manage patients with specific types of problems in the absence of 
a doctor.  Protocols to manage complications such as obstetric haemorrhage prior to 
referral are available in the form of the Guidelines (Department of Health, 2002a).  
There is no specific protocol stipulating what procedure to follow when referring a 
patient.  What is indicated in the Guidelines is when to refer a patient and how to 
manage the patient before being referred.  In this instance protocols can direct the 
practice of midwives at the MOUs prior to the inter-level health service referral of 
women in labour.  Some participants identified the availability or non-availability of 
protocols as potentially problematic.  Problems mentioned in this regard included the 
fact that new staff may not be oriented to protocols.  In some instances no protocols 
were identified while in others the protocols were apparently contradictory from what 
is stipulated in the Guidelines.  Participants experienced different types of problems 
relating to protocols.  The response by Denise bears testimony to some of these 
problems: 
“ … We have changed management … and now with a new matron (midwifery 
manager) … there is no protocol and things and we are “just up in the air” … and 
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nobody seems to be drawing up protocols … “ 
Louise indicated that they had protocols available in their MOU. 
“ … we do have a protocol on the wall … like if it’s a prem (premature) labour, what 
do you do … if it’s PIH what do you do … “ 
Some questionnaire responses relating to protocols included one by participant 0102, 
namely: 
“MOUs not covered by protocols.  Midwives have to use their own discretion.” 
The latter situation may result in differing practices of which some may be seen as 
incompetence on the part of midwives at MOUs by those at the higher level of care 
(theme 1 staff competency). 
 “I feel we’re having lots of problems with transfers as well as referrals to hospital due 
to lack of protocols from management.” 
Another written response (0202) was: 
“The protocols are in contrast to what government expects from us.” 
These differing responses relating to availability or non-availability of protocols may 
be ascribed to the changes in maternity care provision associated with rationalisation 
of maternity services in the research area (see discussion on the research area in 
Chapter 1.1.3:13).  Availability of protocols would inform and provide direction to all 
role players concerned with the referral of women in labour from lower to higher 
levels of care.  Protocols should enhance standardisation of referral procedures and 
also reduce possible staff insecurities and stresses (theme 1) relating to 
management of parturient labour in need of referral to a higher level of care. 
 
5.4.3 THEME 3: CLIENT-RELATED ISSUES 
 
In this study client related issues refer to any aspect of client care identified by 
participants in written or interview responses.  Client care aspects identified include 
issues such as reasons for the referral of clients to higher levels of care and clients 
being uninformed about their responsibilities relating to their pregnancy and labour.  
The first sub-theme to be discussed concerns the reasons identified by participants 
for referring women in labour. 
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5.4.3.1 Sub-theme 3.1: Reasons for referring women in labour to higher levels 
of care 
 
Almost all the participants in this study identified reasons for referring women in 
labour to higher levels of care.  These reasons included client-related issues such as 
pregnancy and labour or fetal-neonatal issues.  Some reasons for referral were 
mentioned more frequently than others were.  Pregnancy and labour issues included 
slow progress of labour followed by elevated blood pressure as the second most 
commonly mentioned reason for referral. 
 
Abby mentioned a few reasons for referring women in labour, but singled out a labour 
related reason, namely:  
 
“…. If mommy is in second stage of labour more than an hour she will definitely be 
referred to hospital X.” 
Betty identified a pregnancy- and a neonatal reason for referral, namely: 
 
“… prolonged rupture of membranes … longer than 12 hours … and also those who 
deliver here if it’s a small baby and also hypertension.  We refer them.” 
 
One of the questionnaire responses (participant 0201) listed a number of reasons for 
referral: 
 
“Patients that are being referred are those with problems eg (for example) delayed 
2nd
“… ons kry gevalle wat die pasiënt refer word en sy kraam partykeers in die 
ambulans.  Die referral was miskien reg, maar wanneer die pasiënt hier kom, dan is 
die pasiënt fully dilated.  Hulle sê miskien slow progress, maar as hulle die pasient 
gePV het voordat die pasiënt in die ambulans ingeklim het dan was daai pasiënt 
miskien al naby kraam … baie kere sê ons as ons kyk na die MOUs dan moet hulle 
lank wag vir die ambulans.” (Translation: … we get cases where the patient was 
referred and she sometimes delivers in the ambulance.  The referral was probably 
 stage of labour, fetal distress, eclampsia, post delivery raised BP (blood pressure) 
premature labour, premature babies for further management.” 
 
The midwifery services manager mentioned what she observed as reasons for the 
referral of women in labour by midwives from the MOUs: 
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correct, but when the patient gets here, then she is fully dilated.  They may say slow 
progress, but if they had PVd the patient before she climbed into the ambulance then 
she was probably near to delivery … many a time we say this if we look at the MOUs, 
and then they must wait long for the ambulance). 
 
The midwifery services manager alludes to an example where a woman may have 
been appropriately referred for prolonged labour, but her labour may have 
progressed during the prolonged time waiting for an ambulance. 
 
Fetal-neonatal reasons mentioned included fetal distress and prematurity. 
 
Evident in the response by the midwifery manager is another neonatal reason for 
referral: 
 
“… dit was cord around neck … daai baba het omtrent ‘n Apgar van drie gehad … en 
daai baba het ons toe verloor …  die koppie uit was toe hulle inkom ...” (Translation: 
“…that was cord around neck … that baby had an Apgar of about three … and we  
lost that baby... the head (baby’s head) was out when they got in.”) 
 
In its regulations pertaining to the conditions under which the midwife may carry on 
her/his profession, the SANC (1990a:4) states that midwives should seek medical 
assistance if complications arise at any stage of confinement.  When complications 
occur during labour and birth, there is an increase in the perinatal morbidity and 
mortality (Bobak, Lowdermilk and Jensen, 1995:686).  Although some complications 
can be foreseen and such a woman be identified as at high risk, there may be 
unexpected or unforeseen complications occurring in labour.  The woman in labour, 
her family, as well as the midwife may be devastated when pregnancy or labour 
becomes complicated.  The midwife must be competent to deal with any 
complications she may encounter, including accessing the help of other health care 
providers.  She should also always be prepared to provide the best possible support 
to her client (Bobak, et al, 1995:686). 
 
Thaddeus and Maine (1994:1092) report an inadequate referral system as one of the 
aspects that may contribute to delay in patients receiving high quality care.  An 
American study on the rate of serious complications revealed that almost 8% of “low-
risk women” developed serious complications in labour (BergsjФ, 2002:2).  Moreover, 
more than half of the women from this study who developed complications had no 
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medical or obstetric risk factors (BergsjФ, 2002:2).  From the Thaddeus and Maine 
(1994) and the (BergsjФ, 2002) studies, it is evident that it is not uncommon that 
problems are identified during labour for the first time.  Sometimes serious 
complications occur in labour despite intense scrutiny to screen out all possible 
women at high obstetric risk.  The findings from the studies by Thaddeus and Maine 
(1994:1092) and BergsjФ (2002:2) support the fact that the need for referral of 
women in confinement may occur at any time. 
 
5.4.3.2 Sub-theme 3.2: Clients appear to suffer unwanted effects relating to 
referral 
 
Unwanted effects relating to the referral of women in labour refer to perceptions of 
midwives that patients may receive substandard care at the referral hospital.  
Apparently unwanted effects relating to referral may also include the unwillingness of 
patients to deliver in an unfamiliar environment. 
 
Farren identified one such patient, saying: 
 
“… sometimes they are not eager to go through … especially now that conditions are 
so terrible at X (name of hospital) … you send a patient through that’s 7 cm (cervical 
dilatation) … for slow progress.  She’s going to sit on a bench (loud strongly stated 
with participant covering her face with her hands).  I mean she’s in labour … she’s in 
pain and those benches are hard.  That’s not really proper care.  That’s why we try 
our best to our ability before we send the patient through (to the referral hospital)”. 
 
The latter scenario reflects perceived substandard care when a patient who is in 
advanced labour appears to be in pain, and does not get treated properly.  Midwives 
may sometimes be hesitant to refer patients to the referral hospital due to what they 
perceive as unacceptable care that patients may receive there.  This may result in 
delayed referral with a possible delay in much needed specialized care. 
 
The unwillingness of patients to be referred to another level of care is evident in a 
response by Grace: 
 
“… some mothers expect to stay here, forgetting there’s complications … they do feel 
sad…they do hesitate at times, but if you explain the need for them to be there (the 
referral hospital)” 
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A written response (0106) indicating patient reluctance to be referred if complications 
arise in labour is as follows: 
 
“Some patients refuse to go … are hesitant to be referred and then you have to 
straight talk …” 
 
Apparently some patients appear to be reluctant to go to the referral hospital once 
referred there.  It is possible that patients may be uninformed about the fact that the 
MOU can only deal with selected cases and there may be a genuine need for referral 
to a higher level of care.  Kwast (1995:134) asserts that the achievement of quality of 
care depends on, amongst other factors, an enabling environment with good 
resource allocation, strong leadership and education level to ensure optimal use of 
facilities.  Seemingly the providers and consumers of maternity services included in 
this study acted contrary to the proposals from the review by Kwast (1995:134). 
 
On the question regarding patients suffering unwanted effects or being reluctant to 
be transferred to the higher level of care the midwifery services manager responded: 
 
“Other than the reports in the media about conditions (adverse conditions) I 
personally don’t know of anyone not wanting to come to Hospital X.  Daar is een iets 
ek weet nie of ek dit moet sê nie (pauses, keeps her head bowed down, hand 
rubbing her forehead).  So wanneer daar coloureds kom en die blankes … hulle is 
baie senuweeagtig (last four words said loudly and with emphasis) want daar gaan 
net negatiewe dinge gebeur.  Hulle glo dit.  Ons het ook baie pasiënte gekry wat baie 
tevrede was … positiewe dinge gaan mos nooit vooruit nie.  (Translation: There is 
one thing I do not know if I must say it (pauses, keeps her head bowed down, hand 
rubbing her forehead) … So when coloureds come in and the whites … they are very 
nervous (last four words said loudly and with emphasis) only negative things are 
going to happen.  They believe it.  We also had many patients who were very 
satisfied ... positive things never go forward). 
 
Some of the findings of this research study were recently supported at the National 
Annual Intrapartum Care workshop attended by expert clinicians, researchers, and 
academics including midwives, obstetricians and paediatricians (Farrell and 
Pattinson, 2005).  At this workshop, Farrell and Pattinson (2005:1) identified health 
care system failures and health provider (midwife-doctor) related factors as 
challenges contributing to the high intrapartum asphyxia death rate. 
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Aspects identified as health system failures include factors such as poor transport, 
poor utilisation of available facilities; staff shortages; lack of education; low staff 
morale and lack of motivation.  Health care worker related issues identified include 
incorrect observations; poor recording of observations; and poor interpretation of 
findings.  One other overall finding was the absence of a city-wide framework for the 
transfer of women. 
 
5.5 CONCLUSION 
 
In conclusion, the profile as well as the experiences and perceptions of midwives at 
the MOUs in the Nelson Mandela Metropolitan Municipality are presented in this 
chapter.  A midwifery services manager and an ambulance services manager were 
interviewed, as it became evident that the main areas of concern identified by the 
participants were relating to management and patient transport.  Although neither of 
the two managers were hesitant to be interviewed, they did not disclose much 
despite the fact that the researcher utilized all possible interviewing skills.  As a result 
of the limited information elicited from the midwifery services manager, a follow-up 
interview was conducted with this person.  Even in the second interview with this 
person, very little data were generated.  The three identified themes, namely human 
and material resources as well as client-related issues are discussed.  It appears as 
though there is interdependence between the themes, for example staff shortage can 
be linked to the environment that staff function in, the availability of adequate and 
functional equipment and human resource management including staff support.  The 
findings from this section of the study are relating to findings from previous research. 
 
In the next chapter, a discussion of the maternity client profiles, medical and obstetric 
history, reasons for referring women in labour from lower to higher levels of care, and 
the maternal and fetal-neonatal outcomes of labour, are presented. 
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CHAPTER 6 
 
REVIEW OF MATERNITY CASE RECORDS OF WOMEN REFERRED DURING 
LABOUR 
 
6.1 INTRODUCTION 
 
In the previous chapter the results from interview findings as well as written 
qualitative responses were analysed, interpreted, and discussed in relation to other 
research findings.  In this chapter, the results of the review of maternity case records 
of women who were referred during labour in the research area are presented.  This 
discussion addresses the objective for stage 2 of the study, namely to describe by 
means of review of the maternity case records (MCRs) in the research area, the: 
• profile of women in labour admitted to MOUs who are referred to the higher 
level of care; 
• appropriateness of midwifery referral; and 
• maternity care implemented by health care workers during the process of inter-
level health service referral of women in labour. 
 
Meaningful interpretation and discussion of these results were hampered by 
incompleteness of records (see Table 6.1).  The researcher subsequently decided to 
firstly present the challenging state of the MCRs, before presenting other findings 
relating to the inter-level health service referral of women in labour.  The 
completeness or incompleteness of records directly influences one’s ability to make 
meaningful interpretations. 
 
6.2 STATUS OF RECORD KEEPING 
 
Record keeping is regarded as an essential component of good quality midwifery 
care.  The status of record keeping in general is discussed, but the referral note is 
discussed separately and in more detail.  The referral entry can be regarded as the 
core of communication between the referring and the receiving health care worker.  
The midwife has a professional, ethical, and legal responsibility to keep complete and 
accurate records of all patient care provided (Muller, 2001:63).  Table 6.1 reflects a 
summary of aspects of MCRs not recorded.  It appears as if aspects of care listed 
from the MCRs at MOU level were least completely filled out, compared with those at 
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hospital.  Although the format for the MCRs changed more or less midway during this 
study, this did not appear to make any difference in the completeness of the records. 
 
The ten worst recorded aspects of care were fetal movements (97%), fetal heart 
clarity (85%), engagement of the presenting part above the pelvic brim (71%), fetal 
heart rhythm (67%), fetal heart decelerations (66%), relation of the presenting part to 
the ischial spines (56%), frequency of contractions (49%), fetal heart rate (39%), 
duration of contractions (38%) and interventions by the doctor (8%). 
 
Certain information pertaining to women in labour may be weighted differently in 
terms of importance in assessing the maternal or fetal status.  Information on 
duration and frequency of uterine contractions may not be regarded as important 
compared to presence or absence of contractions.  The duration and frequency of 
uterine contractions can give an indication of effectiveness of contractions as well as 
enabling the diagnosis of uterine hypo or hypertonicity.  In the discussions from 6.3 
onwards, emphasis is placed on patient information directly relating to the inter-level 
health service referral of the patient. 
 
Clow (2005a:3) questions the reasons for non-completion or incorrect completion 
and/or interpretation and action on the partograph as follows: 
• Is there a shortage of staff? 
• Do staff not have the time to perform observations? 
• Is there an element of staff being lazy?  
• Is there a perceived irrelevance of the findings? 
• Is there an inadequate understanding of process and progress of labour among 
health care workers? 
 
Record keeping at the referral hospital appeared to be better as there were fewer 
incompletely filled out (32%) records than at the MOUs (44%).  On average, the 
aspects of record keeping assessed for completeness revealed 39% completeness.  
Status of record keeping ranged from relatively complete (2%) and an unacceptably 
high 97% incompleteness (Table 6.1). 
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Table 6.1: Percentage of aspects indicating completeness of records 
ASPECTS OF PATIENT 
CARE RECORDED 
ON ADMISSION 
IN MOU (%) 
ON REFERRAL 
FROM MOU (%) 
IN HOSPITAL 
(%) 
AVERAGE 
(%) 
Gestational age 4 (4%) 0 (0%) 0 (0%) 4 (4%) 
Rupture of membranes 12 (11%) 12 (11%) 12 (11%) 12 (11%) 
Status of amniotic fluid 15 (13%) 85 (75%) 64 (56%) 55 (48%) 
Contractions 
 Recorded 27 (24%) 20 (18%) 11 (10%) 19 (17%) 
 Duration 55 (48%) 48 (42%) 11 (10%) 38 (33%) 
 Frequency 51 (48%) 51 (45%) 44 (39%) 49 (43%) 
Lie 29 (25%) 28 (24%) 13 (11%) 23 (20%) 
Presentation 26 (23%) 31(27%) 12 (11%) 23 (20%) 
Engagement 72 (63%) 71 (62%) 70 (61%) 71 (62%) 
Cervical dilatation 25 (22%) 18 (16%) 11 (10%) 18 (16%) 
Relation ischial spine 70 (61%) 51 (48%) 49 (43%) 56 (49%) 
Fetal heart 
 Beats per minute 41 (36%) 49 (43%) 28 (25%) 39 (34%) 
 Rhythm 68 (60%) 66 (58%) 67 (59%) 67 (59%) 
 Clarity 82 (72%) 84 (74%) 90 (79%) 85 (75%) 
 Decelerations 69 (61%) 65 (57%) 64 (56%) 66 (58%) 
Fetal movements 97 (85%) 94 (82%) 91 (80%) 94 (82%) 
Diagnosis doctor NA NA 26 (23%) 26 (23%) 
Intervention doctor NA NA 22 (19%) 22 (22%) 
Intervention midwife NR 5 (4%) 8 (7%) 6 (6%) 
Infant outcome 
 Apgar NA NA 2 (2%) 2 (2%) 
 Infant wellbeing NA NA 4 (4%) 4 (4%) 
Maternal outcome 
 Blood pressure 24 (21%) 24 (21%) 9 (8%) 19 (17%) 
 Pulse 9 (8%) 27 (24%) 11 (10%) 16 (14%) 
 Temperature 9 (8%)  44 (39%) 29 (25%) 27 (24%) 
 Post-delivery 
medication 
NA NA 30 (26%) 30 (26%) 
 Uterus NA NA 18 (34%) 18 (16%) 
AVERAGE 43 (38%) 44 (39%) 32 (22%) 39 (34%) 
Code: NA = Not applicable 
 
Clow (2005a:18) in a South African study conducted at MOUs found a poor 
completion of the partograph with a P value of greater than 0.001.  According to 
Fowler, Jarvis and Chevannes (2002:79) this P value is regarded as statistically 
highly significant.  One of the themes identified in this study, namely human 
resource-related issues could probably answer at least two of Clow’s questions 
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relating to poor record keeping.  Two sub-themes identified were staff shortages and 
the need to develop competency in some staff members. 
 
Tingle (2001:1378) states record keeping as a basic clinical risk assessment activity 
that can be implemented to avoid many errors relating to health quality and 
complaints.  Endorsing the importance of record keeping is Muller (2001:63), who 
contends that the professional responsibility of clinical record keeping is often 
neglected, resulting in litigation problems.  Record keeping is the only legal evidence 
of care provided (Muller, 2001:63).  Muller further identifies the following problem 
areas in clinical record keeping: 
• inadequate or incomplete records; 
• absence of documentation; 
• clinical records or parts thereof that are missing;  
• records that are altered; and 
• clinical records that are falsified or fabricated. 
 
Maternity care workers should be informed of maternal and fetal/infant wellbeing, at 
all times, including monitoring as well as care provided.  Poor record keeping is seen 
to be a major element of substandard care as care not recorded is interpreted as 
care not provided (SANC, 1985 as amended: rule 31).  The National Committee for 
Confidential Enquiries into Maternal Deaths (1998a:4) suggests that substandard 
care is one of the main causes of maternal death in SA.  The SANC (1990:1) regards 
incomplete record keeping as an offence or an act of negligence and considers that 
disciplinary action may be taken against nurses or midwives found guilty of such 
offences (SANC, 1985 as amended:2). 
 
6.2.1 REFERRAL ENTRY 
 
The two terms referral letter versus referral entry are used here, as in the past prior 
to rationalization (old record system) of maternity services, a referral letter was 
required, whilst after rationalization (new record system) a referral entry is made in 
the MCRs.  (Henceforth reference will only be made to the term referral entry).  An 
advantage of the new MCR system was the fact that the patient was transferred with 
all her records compared with only a referral letter at the time when the ‘old’ MCR 
system was used.  In most instances (94%) the women referred during labour had 
referral entries. 
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Aspects considered when evaluating referral information included whether the 
referral information was legible, clear, concise and complete.  Each one of these 
criteria was rated on a Likert scale describing 1 as “barely” and 5 as “fully” for each 
aspect rated (Table 6.2).  The status of referral information by the midwife appeared 
to be of a moderate standard, as most (89%) of the referral entries were rated 
between somewhat and almost legible, clear, concise and complete. 
 
Table 6.2: Evaluation of referral information N = 107 
CRITERIA 
RATED 
CATEGORIES TOTAL 
1 2 3 4 5 
Legible 4 (4%) 5 (5%) 41 (38%) 49 (46%) 8 (7%) 107 (100%) 
Clear 4 (4%) 20 (19%) 36 (345%) 40 (37%) 7 (6%) 107 (100%) 
Concise 6 (6%) 42 (39%) 31 (29%) 25 (23%) 3 (3%) 107 (100%) 
Complete 14 (13%) 54 (50%) 23 (21%) 15 (14%) 1 (1%) 107 (100%) 
Average 7 (7%) 30 (28%) 33 (31%) 32 (30%) 5 (5%) 107(100%) 
*Categories: 1=Barely; 2=Somewhat; 3=Moderate; 4=Almost; 5=Fully 
Note: Only 107 of the 114 evaluated records had referral information. 
 
6.3 PROFILE OF WOMEN REFERRED FROM LOWER TO HIGHER LEVEL 
OF CARE 
 
The data on the demographic features, namely age, marital status, race distribution, 
social support, antenatal visits, problems, and prophylaxis of the women referred 
from lower to higher levels of care in the research area are presented.  Insight into 
the profile of women in labour referred to higher levels of care will set a platform for 
the interpretation of the appropriateness of midwifery referral as well as the maternity 
care implementation during the process of referral.  Maternity care implementation 
refers to the management of women in labour in MOUs as well as the referral 
hospital. 
 
6.3.1 DATA ON THE DEMOGRAPHIC PROFILE OF CASES 
 
The demographic profile of data from 114 MCRs selected from two hospitals in the 
Nelson Mandela Metropolitan Municipality are presented.  Use was made of two 
hospitals to select MCRs as the maternity referral hospital changed from one hospital 
to the other midway during the data-gathering phase. 
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6.3.1.1 Age distribution, marital status and racial distribution 
 
Maternal age, marital status, and race may not have a direct relationship with the 
inter-level health service referral of women in labour.  These demographic features 
do, however, have an effect on the outcome of labour. 
 
a. Age distribution 
 
The data reflected an age range of 14 to 43 years.  Fifty-seven (50%) of the women 
were between the age groups 15 to 24 years, followed by 49 (43%) in the age group 
25 to 34 years.  One (1%) woman was 14 years old; seven (6%) were 35 years and 
older with one of the latter being 43 years old. 
 
Age is identified as a significant personal biologic and etiologic factor as it may 
adversely affect maternal and fetal outcome of pregnancy (Nyasulu in de Kock and 
van der Walt, 2004:21-4; Squire in Boyle, 2002:97).  There is an increased incidence 
of maternal and perinatal mortality and morbidity in older primiparae and very young 
mothers (Squire in Boyle, 2002:97; Gaulden, 1992:69).  Similarly, pregnancies at 
extremes in maternal age are also adversely affected in the same way (Squire in 
Boyle, 2002:97). 
 
Pregnancy at higher maternal age is at increased risk of being complicated by 
disease conditions such as hypertension, diabetes mellitus, and cardiovascular 
diseases among others (Fawcus in Cronjè and Grobler, 2003:665; Department of 
Health, 1998a:6).  Poor maternal health does not only affect her fetus, but also her 
family and community (WHO, 1998c:1).  On the other hand, women at a very young 
maternal age are at increased risk of diseases such as urinary tract infections, poor 
weight gain, sexually transmitted illnesses and pregnancy-induced hypertension, all 
of which may adversely affect maternal and fetal outcome (Harrison 2002:5; Fawcus 
in Cronjè and Grobler, 2003:666).  Fetal-neonatal outcomes of pregnancy including 
prematurity, low birth weight and stillborn infants are more common in women of very 
low maternal age (Harrison, 2002:5; Fawcus in Cronjè and Grobler, 2003:666).  
Maternal age in relation to pregnancy must always be viewed contextually as factors 
such as socio-economic status and access to health care may also influence 
pregnancy outcome. 
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b. Marital status 
 
A significant group, namely 89 (78%) of women were single; 20 (18%) married; one 
separated; two cohabiting, while marital status was not entered for two women.  The 
number of married women in the research sample was much higher than for the 
Eastern Cape Province in 1998, only 4.6% of all women, were married (Department 
of Health, 1999b :23).  The large percentages of the women who are single indicate 
that these women are at a disadvantage as many of them are expected to have 
limited or no financial support (see section on support below).  Most parturient 
women using the generally poorly resourced public health care services in South 
Africa are not in a position to afford the better-resourced private maternity centres. 
 
Stressors such as single status may be associated with poor maternal nutritional 
status and weight gain, which in turn may be associated with adverse neonatal 
outcomes including low birth weight infants and altered brain fetal development 
(Reeder, Martin and Koniak-Griffin, 1997:67). 
c. Racial distribution 
Data reflect that 83 (73%) of the women were black; 27 (24%) coloured; two (2%) 
white; while the race group of two (2%) women was not reported.  A possible 
explanation for this racial distribution of women is the fact that the MOUs in the 
research area as well as the referral hospital are geographically located in residential 
areas housing mostly black and coloured people.  A patient’s physical address may 
give an indication of access to health care services (Pitroff, 1997:28).  Those living in 
low socio-economic settings may experience greater difficulty in accessing heath 
care services than the ones residing in more affluent areas. 
Race may play a role in issues of maternity care, including health beliefs, usage of 
services, and possibly risk factors associated with pregnancy outcome (Cronjè and 
Grobler, 2003:670).  Black South African women have been identified to be at higher 
risk of mortality than other race groups (Cronjè and Grobler, 2003:670; Department 
of Health 1998a:6).  The Department of Health (2000b:6) in its report on the 
NCCEMD suggests that racial disparities in risk may be indicative of differences in 
socio-economic status and also levels of access to health care. 
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d. Socio-economic profile 
Social support entails aspects such as physical, emotional and psychological care, 
but it may also entail financial support.  In the context of this study socio-economic 
profile focused on whether women received financial support as this was the only 
information available from the MCRs reviewed.  In 69 (61%) MCRs no indication of 
support was recorded, making it difficult to meaningfully interpret data relating to 
social support.  Where social support was indicated, the following was reported: 
 
• 15 (13%): indicated no support 
• 30 (26%): indicated support from: 
o a partner (18 or 16%) 
o a friend (4 or 4%) 
o 8% indicated other support 
Educational level is linked to employment status which in turn is related to socio-
economic status.  Socio-economic status inclusive of support can be directly linked to 
birth weight of infants.  Infants born in higher socio-economic groups weigh more 
than those born in less affluent groups (Harrison, 2002:5).  Fawcus, (in Cronjè and 
Grobler, 2003:670) reports difficulty in finding easily measurable indicators of socio-
economic status.  Comparing the link between relationship of socio-economic status 
and mortality, a wide range in maternal mortality rates of 10/100 000 versus almost 
200/100 000 live births are reported in developed versus developing countries 
respectively (Fawcus in Cronjè and Grobler, 2003:670).  The researcher, having 
extensive working experience in the research area, is well informed that most of the 
women are of low socio-economic status.  The low socio-economic status of women 
in the research area is consistent with the broader picture in the Eastern Cape 
Province where 74.7% of women are unemployed (Department of Health, 1998b:13). 
 
Most women whose MCRs were included in the study, were black.  As indicated 
earlier, black South African women have been identified to be at higher risk of 
mortality than other race groups (Department of Health, 1998b:6).  Factors such as 
single marital status and low socio-economic status often occur simultaneously.  
People affected by these, will be at high risk for adverse pregnancy related problems 
such as low birth weight of infants, these being infants weighing less than 2500g at 
birth (Harrison, 2002:36).  These infants are at increased risk of developing 
conditions such as birth asphyxia, meconium aspiration, and congenital abnormalities 
(Harrison, 2002:79). 
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6.3.2 PREVIOUS RELEVANT MEDICAL AND SURGICAL HISTORY 
 
The data from the MCRs reveal that none of the women had any previous relevant 
medical history of cardiac disease or diabetes mellitus.  A total of 26 (23%) women 
reportedly suffered from medical and surgical conditions.  These included 
hypertension 5 (4%); infections 4 (4%); other illnesses 3 (3%); obstetric 
haemorrhage, 1 (1%); gynaecological operations 10 (8%) and 3 (3%) other 
operations.  Data were not entered in 2.2% of the MCRs reviewed. 
 
The medical and surgical conditions indicated above are either major direct or 
indirect causes of maternal mortality, or serious causes of morbidity (Fawcus, 
2003:670 in
6.3.3.1 Gravida, parity, abortions and gestational age 
 Cronjè and Grobler).  It is for this reason that women with current or 
previous conditions such as those indicated above, should not give birth at the lower 
level of maternity care, as these conditions put women at a high risk of obstetric 
complications (Department of Health, 2002a:4). 
 
6.3.3 OBSTETRIC HISTORY 
 
The section on obstetric history of women addresses aspects such as gravida, parity, 
abortions, antenatal visits, antenatal problems, and the management of problems 
and the duration of gestation on admission in labour. 
 
 
Gravida and parity of women are depicted in Table: 6.3. 
 
Table 6.3: Data on gravida and parity of women admitted to MOUs 
CATEGORY GRAVIDA N (%) PARITY N (%) 
None Not applicable 68 (60%) 
One 62 (54%) 25 (22%) 
Two 29 (26%) 14 (12%) 
More than three 22 (19%) 6 (5%) 
Not entered 1 (1%) 1(1%) 
TOTAL 114 (100%) 114 (100%) 
 
a. Gravida and parity 
 
Data of the 114 MCRs reviewed reveal that 68 (60%) women were primigravidae 
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while 25 (22%) had one child each on admission in labour.  There was a higher 
referral rate for primigravidae compared with multigravidae.  In a Gambian study by 
Hoestermann, Ogbaselassie, Wacker and Bastert (1996:10) an increased incidence 
of maternal death and a threefold increase in the caesarean section rate in 
primigravidae were found.  Parity ranged between zero and seven.  Women with 
more than five previous pregnancies and those experiencing their first pregnancies 
were found to be at higher risk of obstetric complications than others (Department of 
Health, 2006a:1). 
 
b. Abortions 
 
Ten (9%) MCRs indicated previous abortions of which eight (7%) were spontaneous 
abortions. 
 
c. Gestational age 
 
Since no advanced technological equipment such as ultrasound facilities are 
available at the MOUs in the research area, gestational age on admission to the 
MOU was calculated by midwives using the Naëgeles Rule.  Application of the 
Naëgeles Rule entails subtracting three months from the 1st
 
 day of the last normal 
menstrual period and adding seven days to that date (Fraser, Cooper, 2004:256).  By 
using this Rule, the data MCRs reviewed, revealed that the gestational age of 21 
(18%) cases referred were less than 36 weeks, 89 (78%) were more than 36 weeks, 
while no data on gestational age were entered in four (4%) cases. 
 
From the above presentation it is reassuring to note that the gestation duration of 89 
(78%) of women in labour referred to the referral hospital, was above 36 weeks.  
Pregnancy duration of below 36 completed weeks of gestation (preterm infants), as 
well as that exceeding 42 weeks, is more likely to be compromised by different risk 
factors.  Pregnancy duration of less than 36 weeks may be complicated by factors 
including infants born at an increased risk of irreversible physical or mental damage.  
These infants are more prone to harmful conditions including infections, hypoxaemia 
and hypoglycaemia (Harrison, 2002:37).  Similarly, infants born after 42 completed 
weeks of gestation are also at risk of increased mortality and morbidity which may be 
associated with difficult deliveries or assisted deliveries (Harrison, 2002:5). 
 
179 
 
6.3.3.2 Antenatal visits, prophylaxis and problems 
 
Antenatal care is regarded as the foundation of efficient primary care in obstetrics 
(Theron, 2003a:55 in
a. Antenatal visits 
 Cronjè and Grobler).  Certain antenatal care activities are 
implemented during antenatal visits, of which some have been found to be beneficial 
for the pregnant women.  These include screening for health and socio-economic 
conditions that may impact negatively on the outcomes of pregnancy and 
administering therapeutic and prophylactic interventions such as treating pregnant 
women for syphilis (known to be beneficial to pregnant women as well as the fetus 
and neonate).  Another beneficial antenatal intervention is educating pregnant 
women on emergencies during pregnancy and how to deal with these (WHO, 
2006b:7).  Based on studies suggesting no relationship between the number of 
antenatal visits and the outcome of pregnancy, the WHO proposed a reduction in the 
number of antenatal visits for women at low risk for obstetric complications (WHO, 
2006:7). 
 
According to the new WHO antenatal model women are classified into groups (WHO, 
2006a:1).  Women classified to be at low risk for obstetrical complications, are 
suitable for basic antenatal care consisting of four antenatal visits.  Specific 
interventions are identified for each antenatal visit.  If complications are identified at 
any time after the initial classification, the women are referred for more specialized 
care.  The WHO cautions that “low risk” is not clearly identified, suggesting more 
research into risk classification of pregnant women (WHO, 2006a:7).  Another WHO 
recommendation is that research should focus on identifying factors putting pregnant 
women at high risk for obstetric complications, as well as possible beneficial or non-
beneficial effects of routine interventions (WHO, 2006a:7).  Women considered being 
at high risk for obstetrical complications at the initial antenatal visit, are supposed to 
be referred to a higher level of care. 
 
 
Reported below are the data on the antenatal visits of women, who underwent inter-
level health service referral during labour, whose MCRs were reviewed.  In 6 (5%) of 
the MCRs no indication was given as to whether women received antenatal care or 
not. Of the remaining 98 (95%) women, antenatal visitations were as follows: 
• No antenatal visits   14 (14%) 
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• Between 1 and 3 attendances  38 (39%) 
• 4 or more antenatal visits  46 (47%) 
 
Using the WHO’s recommendation of at least four antenatal visits for low risk 
pregnant women, 52 (63%) of the women had too few antenatal visits (WHO, 
2006b:7).  Some women were either unbooked (non-clinic attendants) or had fewer 
than 3 antenatal visits.  Dyer (2007:871) alludes to the fact that unbooked 
emergencies are the primary high-risk group for maternity mortality and morbidity in 
developing countries. 
 
b. Antenatal prophylaxis 
 
With regard to prophylactic treatment administered during the antenatal period, 
women received the following: 
• Oral iron  47 (41%); 
• Folic acid 39 (34%); 
• Tetanus toxoid 85 (75%); and 
• Prevention of mother-to-child transmission of HIV/AIDS medications 11 (9%). 
 
South African women attending public sector antenatal services are entitled to 
routine antenatal prophylaxis including oral iron and folic acid supplementation, 
intramuscularly tetanus toxoid and prevention of mother-to-child transmission of 
HIV/AIDS medications (Department of Health, 2002b:12).  Most cases of anaemia in 
South Africa are caused by iron deficiency (Lloyd and Botha in
The demographic background of women should therefore be a good indicator of their 
risk status to develop anaemia.  Considering the fact that the population using the 
 Fraser, Cooper and 
Nolte, 2006:317).  In women, iron deficiency may be caused by reduced iron intake, 
poor absorption, and chronic infections, increased demands relating to multiple or 
frequent pregnancies as well as chronic infections.  The low incidence of iron and 
folic acid prophylaxis usage could be ascribed to reasons including lack of supplies of 
the medications or alternatively lack of knowledge and insight on the part of the 
health care professionals and/or patients.  Lack of knowledge and insight on the side 
of health care workers may result in unnecessary referral during labour.  Such 
referrals may adversely affect the pregnant woman, fetus, and/or infant as well 
causing inappropriate use of health care facilities. 
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public sector maternity services in the research area were from the lower income 
groups, one would expect a heightened awareness amongst health care 
professionals of the increased risk for iron deficiency anaemia in women in the 
research area.  This knowledge should inform health care professionals of the need 
to issue their patients with the necessary prophylaxis and also advocate awareness 
for compliance with the prophylaxis. 
 
It is commendable that 85% of MCRs reviewed, revealed tetanus toxoid prophylaxis 
since there is a global commitment towards tetanus elimination.  South Africa is one 
of many countries that administer tetanus toxoid prophylaxis during pregnancy 
(Vandelaer, Birmingham, Gasse, Kurian, Shaw and Garnier, 2003:3443).  Tetanus 
toxoid prophylaxis for pregnant women has been identified as a key opportunity to 
accelerate the elimination of maternal and neonatal tetanus, thereby saving newborn 
lives (Meegan, Conroy, Lengeny, Renault and Nyangole, 2001:640).  There are 
different approaches in prevention of neonatal tetanus, but maternal vaccination is 
seen as a cornerstone in the prevention of neonatal tetanus (Meegan, et al, 
2001:640). 
 
The Department of Health (2002a: Addendum 5) commends the following HIV testing 
rates since no norm for HIV testing rates has been established yet: 
• facilities where the HIV testing rate is less than 60% should be targeted and 
extra support should be provided; 
• HIV testing rates between 60% and 80% are regarded as doing reasonably 
well; 
• HIV testing rates of more than 80% are regarded as doing “very well’. 
 
The prevention of mother-to-child transmission of HIV program is one of the 
initiatives implemented by the South African government to reduce the incidence of 
vertical transmission of HIV.  The prevention of mother-to-child transmission of HIV 
program has been identified as one of the evidence-based interventions to save 
babies’ lives (Department of Health, 2006b:20).  Implementation of the prevention of 
mother-to-child transmission of HIV program is preceded by voluntary counselling 
and testing for HIV.  In this study voluntary counselling and testing refers to the 
woman undergoing counselling, enabling her to make an informed choice about 
being tested for HIV.  Should a woman test positive for HIV, she then has the option 
to subscribe to the prevention of mother-to-child transmission of HIV program. 
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The low incidence of use of prevention of mother-to-child transmission of HIV 
medications in this study, was a cause for concern especially with HIV 
seroprevalence rates in Southern African sexually active young (15-24 years) 
females being three times higher (15.5%) than young males (4.8%) (Karim and 
Karim, 2005:266).  Levels of pregnancy are high among teenage and young adult 
females in South Africa (Karim and Karim, 2005:267).  Knowledge of serostatus 
through voluntary counselling and testing can be a motivating force for HIV positive 
and negative people alike to adopt safer sexual behaviour.  This relevant knowledge 
will enable seropositive people to keep from infecting their sexual partners with HIV 
and those who test seronegative to remain negative. 
 
Women diagnosed with sexually transmitted infections and low haemoglobin can be 
treated according to the Guidelines (Department of Health, 2002a:7).  On the other 
hand those diagnosed with conditions such as preterm labour and pregnancy-
induced hypertension, will be referred to a higher level of care for further 
management.  They may be referred back to the MOU for continued antenatal care if 
the initial problem has been resolved or is controlled. 
 
b. Antenatal problems 
 
Antenatal problems were indicated in 53 (46%) of MCRs reviewed.  The most 
commonly occurring were found to be sexually transmitted infections 11 (10%), low 
haemoglobin 10 (9%), premature labour 7 (6%) and pregnancy-induced hypertension 
5 (4%). 
 
Sexually transmitted infections such as syphilis contribute significantly to perinatal 
mortality and morbidity.  Syphilis is a fairly common disease in South Africa 
(Pattinson and Carpenter (a), 2003:698 in Cronjè and Grobler). 
 
The effects on the infant born following preterm labour varies depending on the 
gestational age at the time of delivery as well as the associated aetiology of the 
premature labour (WHO, 2006b:22).  Preterm labour is the most common cause of 
early neonatal death and the second most common cause of perinatal deaths 
(Theron (b), in
 
 Cronjè and Grobler, 2003:185).  Women in preterm labour should be 
referred to an appropriate maternity care facility (WHO, 2006b:22). 
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6.4 PATIENT DATA FROM ADMISSION IN LABOUR TO MOU UNTIL 
REFERRAL 
 
Different aspects of fetal and maternal wellbeing as well as the progress of labour are 
presented in this section. 
 
6.4.1 RUPTURE OF MEMBRANES AND UTERINE CONTRACTIONS 
 
Ruptured membranes on admission to the MOU were indicated in 35 (31%) of the 
women.  Following admission to the MOU, the membranes of 47 (41%) women were 
ruptured artificially by midwives while the membranes of 32 (28%) cases ruptured 
spontaneously.  Amniotic fluid was meconium stained in 10 (9%) cases while one 
case had blood stained amniotic fluid.  Clinical chorio-amnionitis manifests itself 
through signs such as maternal tachycardia greater than 100 beats per minute, 
pyrexia above 38ºC and clinically infected amniotic fluid among other signs (Cronjè 
and Grobler, 2003:463).  Two of the cases presented with tachycardia and elevated 
temperature.  One baby was born smelling of infected amniotic fluid. 
 
Seventy-three (64%) women had contractions on admission to the MOU.  Three 
cases had no contractions on admission to the MOU while in 31 (35%) cases no data 
relating to contractions were available.  Comparing the duration and frequency of 
contractions on admission to the MOU until the time of referral to the hospital, 
indicate the progress of labour.  Except for cases where contractions lasted less than 
20 seconds on admission, the duration as well as frequency of contractions improved 
over time. 
 
Data relating to duration of contractions were not recorded in 63 (72%) MCRs on 
admission and in 55 (63%) MCRs, at time of referral.  The supine position adversely 
affects uterine contractions resulting in more frequent, but less intense contractions 
(de Kock and van der Walt, 2004:12-7).  The researcher frequents maternity care 
facilities in the research area often finding women in labour confined to bed in the 
supine position.  The possibility exists that the uterine activity of some of the women 
referred for prolonged labour may have been adversely affected due to the supine 
position. 
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6.4.2 FETAL LIE, PRESENTATION, RELATION OF PRESENTING PART TO 
ISCHIAL SPINES, AND CERVICAL DILATION 
 
On admission to the MOU, the fetal lie was longitudinal in 79 (69%) cases with a 
cephalic presentation in 77 (68%) cases.  Longitudinal lie may also be associated 
with abnormal presentations such as breech, brow and face presentations (Cronjè 
and Grobler, 2003:258).  In 25 (22%) cases the station of the presenting part was 
above the spine. 
 
The cervical dilatation of 45 (39%) cases on admission to the MOU was 3 to 7cm.  As 
can be expected in most instances, cervical dilation increased as time elapsed from 
admission to the MOU until referral to the higher level of care.  Data relating to 
cervical dilation were not recorded in 28 (24.5%) records on admission and in 20 
(17.5%) records at the time of referral. 
 
6.4.3 STATUS OF THE FETUS 
 
In three (3%) MCRs the fetal heart beat was recorded as being absent.  In the 
remaining 111 (97%) MCRs, fetal heart rate was recorded in 71 (64%) at the time 
when the women were admitted to MOUs and in 74 (67%) of women on referral to 
hospital. 
 
Not having all the relevant data including fetal heart rate, the midwife will not be in a 
position to make an accurate assessment or implement appropriate interventions for 
her patient.  Nothing abnormal was detected in the fetal heart rates that were 
recorded as these were within the normal range of 110 to 160 (Gribbin and James, 
2005:223). 
 
Due to incompleteness of the MCRs the status of the fetus could not be interpreted 
meaningfully.  The features considered in this study to describe fetal status, are 
those routinely used for this purpose at maternity centres in the research area.  
Monitoring of fetal heart rate is recommended as standard practice in midwifery 
(Gribbin and James, 2005:223; Department of Health, 2002a:31).  The presence or 
absence of fetal heart is a valuable diagnostic tool and if unavailable can contribute 
to avoidable causes of perinatal morbidity and mortality.  Gribbin and James 
(2005:223) contend that anomalies such as fetal arrhythmia including congenital 
heart block and tachyrhythmia can be diagnosed with regular monitoring and 
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recording of fetal heart rate. 
 
6.4.4 MIDWIVES’ REASONS FOR REFERRAL OF WOMEN FROM MOUs TO 
HOSPITAL 
 
In this study the reason for referral refers to the reason stated by the midwife for 
referring a patient (may also be called midwifery diagnosis).  It was challenging to 
categorize the reasons for referral.  With multiple reasons for referral in some 
patients, the reasons for referral could not be completely distinguished as these 
reasons were often interrelated.  The reason for referral in one patient may, for 
example, be preterm labour (labour related) as well as fetal distress (fetal related). 
 
Slow progress of labour, which occurred in 42 (38%) cases, can be singled out as the 
most frequently occurring labour related reason for referral (Figure 6.1).  In a Berlin 
study, slow progress of labour was found to be the second highest reason for referral 
(David, Berg, Werth, Pachaly, Mansfield and Kentenich, 2006: 10.  Fetal hypoxia, the 
most common cause of perinatal mortality in South Africa, is one of the major 
complications of prolonged first stage of labour (Odendaal in Cronjè and Grobler, 
2003:303).  The incidence of pregnancy-induced hypertension [nine (8%)] was the 
second most common reason for referral.  This was followed by premature labour 
combined with fetal distress as well as slow progress of labour in combination with 
fetal distress [six (5%)] each in third place.  Pregnancy-induced hypertension, like 
slow progress of labour, was found in combination with other conditions such as 
premature labour, big infant and meconium stained liquor.  Twenty-three other 
obstetrical reasons for referral, either as single entities or in combination with other 
reasons, were identified. 
 
A few reasons, other than those depicted in Figure 6.1, were identified from the 
MCRs.  These included Rhesus incompatibility three (3%), meconium stained liquor 
(MSL) two (2%), low Haemoglobin one (1%), Asthma one and anxious one for inter-
level health service referral were identified. 
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Figure 6.1: Pregnancy/labour-related reasons for referral from MOU to hospital: n = 85 
 
It is common practice for pregnancy and labour to be classified as “low-risk” or “high-
risk” (Theron (a), 2003:55 in Cronjè and Grobler).  Labour is defined as “high-risk” 
when there is an increased likelihood of adverse maternal and/or fetal outcome for 
that labour in general.  The possibility exists that a previously classified “low-risk” 
pregnancy or labour may become complicated if the need for referral to a higher level 
of care arises (Theron (a), 2003:55 in Cronjè and Grobler). 
 
In a study on the tools for monitoring effectiveness of district maternity referral 
systems, the authors express concern about a high rate (16.1%) of apparently 
inappropriate referrals (Murray, et al, 2001:355).  These authors ascribe those 
inappropriate referrals to possible self-referrals or complications such as prolonged 
labour having been recorded as being in labour when women were not actually in 
true labour. 
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6.4.5 DIAGNOSIS BY THE DOCTOR 
 
The diagnosis made by the doctor at the referral hospital was categorized as 
pregnancy/labour related, labour and fetal, other or not entered (Table 6.4).  The 
category not entered also included those cases where the patient delivered so soon 
after arrival at the referral hospital that it was more than likely that the doctor may not 
have been able to see the patient.  The category ‘other’ reported diagnostic phrases 
recorded by doctors such as “antibiotic caesarean section if not delivered within 24 
hours”, “latent phase”, “active phase/labour”, “allow to deliver”, “lung maturation” as 
well as those cases not fitting into the previous three categories.  Less common were 
doctor’s diagnoses such as caesarean section for cephalopelvic disproportion, 
caesarean section for high head, caesarean section for meconium stained liquor 
grade1, pregnancy-induced hypertension and intrauterine death. 
 
Table 6.4: Diagnosis by doctor: n = 114 
DIAGNOSIS INCIDENCE (%) 
• Pregnancy and labour-related diagnosis 
Slow progress of labour 17 (15%) 
Pregnancy-induced hypertension 4 (3%) 
Premature labour 6 (5%) 
Meconium stained liquor 1 (1%) 
• Labour and fetal-related diagnosis 
Pregnancy-induced hypertension and fetal distress 2 (2%) 
Fetal distress 6 (5%) 
• Other diagnosis 47 (41%) 
• Not entered 31 (27%) 
TOTAL 114 (100%) 
 
6.4.6 DEGREE OF AGREEMENT BETWEEN MIDWIVES’ REASONS FOR 
REFERRAL AND DOCTORS’ DIAGNOSES 
 
No meaningful deduction could be made as to whether there was similarity between 
midwives’ reasons for referral and doctors’ diagnoses, as the latter category was not 
filled out in 31 (27%) cases as well as the fact that doctors’ diagnosis of 47 (41%) 
cases were grouped in the category ’other‘.  When both the midwives’ reason for 
referral as well as doctors’ diagnosis were compared, the degree of agreement was 
low in 26 (31%) cases (Table 6.5). 
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Table 6.5: Agreement between midwives’ reasons for referral and doctors’ diagnoses 
Midwives’ reason for referral Doctors’ diagnosis Degree of agreement 
between reason for referral 
and diagnosis (%) 
Entered 
(%) 
Not entered (%) Entered (%) Not entered (%) 26 (31%) 
110 (96% 4 (4%) 83 (73%) 31 (27%) 
 
6.5 PATIENT DATA ON ADMISSION AT REFERRAL HOSPITAL 
 
Data relating to maternal and fetal wellbeing as well as the progress of labour at the 
time of admission to hospital are presented in this section.  When determining the 
progress of labour on arrival of the patient at the referral hospital, the same 
parameters were used as for the progress of labour on referral from the MOU. 
 
6.5.1 PRESENCE, DURATION, AND FREQUENCY OF UTERINE 
CONTRACTIONS 
 
Data relating to contractions were recorded in 99 (86.8%) cases while in five (4.3%) 
cases no data relating to contractions were recorded.  Although incompleteness of 
these data remain unacceptable, the improvement in recording compared to 
recording at the MOUs is commendable.  In 29 (25.4%) MCRs no data pertaining to 
duration of contractions, were recorded.  The duration of contractions was entered in 
75 (65.7%) cases while the frequency of contractions was entered in 73 (64%) of the 
MCRs.  Due to incompleteness of patient data no meaningful interpretations can be 
made as to whether there was improvement in uterine activity or not. 
 
6.5.2 FETAL LIE, PRESENTATION, RELATION OF PRESENTING PART TO 
PELVIC BRIM, AND CERVICAL DILATION ON ADMISSION TO 
HOSPITAL 
 
The aforementioned data listed under the heading 6.5.2 are used to determine the 
progress of labour. 
 
6.5.2.1 Fetal lie and presentation 
 
Data relating to fetal lie on admission to the hospital was not entered in 15 (15.1%) 
cases.  The fetal lie was recorded to be longitudinal in 79 (69%) cases.  Of these, 77 
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(68%) cases were cephalic presentations, one was a transverse lie, and two cases 
were apparently mass palpable.  At least one of the cases was reported to be mass 
palpable indicating that no fetal parts can be palpated, possibly due to a low 
gestational age.  One birth weight of 750 grams correlates with that of an extremely 
premature infant. 
 
6.5.2.2 Engagement of the presenting part in relation to the pelvic brim 
 
Data relating to the fetal presenting part in relation to the pelvic ischial spines were 
not entered in 77 (68%) cases.  The three (8%) cases where engagement was 
recorded as not applicable are apparently ascribable to those cases that were mass 
palpable as well as the case recorded as a transverse lie. 
 
6.5.2.3 Station of the presentation in relation to the ischial spines 
 
As labour progresses over time, the station of the presentation should descend down 
the birth canal until the infant is born.  In this study, data related to station of the 
presentation was not completed 71 (62%) MCRs, therefore no meaningful 
interpretation can be made. 
 
6.5.2.4 Cervical dilatation 
 
Data relating to cervical dilation were not recorded in 53 (47%) records on admission 
to the hospital. 
 
6.5.3 STATUS OF THE FETUS ON ADMISSION TO THE HOSPITAL 
 
The presence of fetal heart was recorded in 88 (77.1%) cases.  It is unacceptable 
that presence of fetal heart was not recorded in 19 (16.6%) cases.  Apparently no 
fetal heart was heard in five (4.3%) cases while only one case was positively 
diagnosed as an intrauterine death. 
 
6.5.3.1 Fetal heart rate 
 
Data pertaining to fetal heart rate reveal a range between 117 and 189 beats per 
minute.  Fetal tachycardia, fetal heart rate of above 160 beats per minute was noted 
in 5 (five) cases.  A moderate tachycardia namely fetal heart rate between 160 and 
190 
 
180 is regarded as not serious (de Kock and van der Walt, 2004:13-14; Gribbin and 
James, 2005:223).  De Kock and van der Walt (2004:13-14) express caution stating 
that cases with moderate tachycardia should be evaluated for other abnormalities, 
such as poor baseline variability and decelerations of the fetal heart.  Fetal 
tachycardia may be associated with fetal distress, maternal anxiety, maternal 
pyrexia, and smoking (Harrison, 2002:168). 
 
6.5.4 INTERVENTIONS BY THE DOCTOR 
 
Doctors’ interventions were implemented in 87 (76.31%) cases.  In 22 (19.28%) 
cases no doctors’ interventions were recorded in the MCRs reviewed.  In three cases 
indicated as not applicable for doctors’ interventions, patients delivered within 
minutes after arrival at the referral hospital. 
 
6.6 FETAL AND MATERNAL OUTCOMES OF LABOUR 
 
The outcome of labour can be related to the effectiveness of management of women 
with complicated labour at the referral hospital, as well as the condition of the women 
on arrival at the referral hospital.  The state of the woman in labour when she arrives 
at the referral hospital may be affected by factors such as delay in seeking help and 
delay in effective clinical decision-making at the lower level of care; poor 
communication systems and transport delays.  Farrelll and Pattinson (2005:10) report 
delays relating to transport and communication, while these factors and others such 
as human and material resource shortages were also identified in the current study 
by both midwives’interview and written responses as well as from MCRs reviewed. 
 
The United Nations Children's Fund/World Health Organization/ United Nations 
Population Fund (UNICEF/WHO/UNPFA (1997) regards a referral system as 
effective if the case fatality rate is less than 1%.  Aspects discussed in this section 
are based on the information recorded, including the mode of delivery, duration of 
labour, infant Apgar scores, outcomes and interventions, as well as maternal 
outcomes and interventions. 
 
6.6.1 METHOD OF DELIVERY 
 
Eighty-three (73%) of the deliveries were conducted as normal vaginal deliveries, two 
(2%) women had instrumental deliveries while 29 (25%) women had caesarean 
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sections.  This caesarean section rate for this sample is not unduly high considering 
the fact that these women were referred to the hospital for one or more complications 
in labour.  The caesarean section rate gives an indication of the quality of care given 
to women in labour in public hospitals in South Africa (Pattinson and Carpenter (b), 
2003:698 in Cronjè and Grobler). 
 
6.6.2 DURATION OF LABOUR 
 
The average duration of labour of cases from the four referring MOUs appeared to be 
more or less the same with a mean duration of 17 hours; standard deviation of 9.5 
hours; a minimum of 1 hour; and a maximum of 49 hours.  In six of the MCRs 
prolonged labours in excess of 24 hours, namely 167, 49.5, 49, 41, 38 and 35 hours 
were indicated. 
 
6.6.3 DURATION OF RUPTURE OF MEMBRANES 
 
Three extremely long rupture of membranes of 67, 146 and 151 hours were 
recorded.  No signs of infection such as elevated temperature or offensive liquor 
were recorded in any of these women’s MCRs.  Prolonged ruptured membranes 
(exceeding 24 hours) are associated with intrauterine and fetal infections.  Prolonged 
rupture of membranes should be prevented by avoiding artificial rupturing of 
membranes without a specific obstetrical indication (Minnie and du Preez, 2004:19-6 
in
Although Apgar scoring is a subjective method to assess infants’ wellbeing at birth, in 
the absence of any other objective method, Apgar scoring is used for this purpose.  
From the three possible options for rating infant Apgar, a total of 81 (71%) of the 
infants born to mothers referred during labour, had a one-minute Apgar score of 7 or 
more out of a total of 10, indicating good infant adaptation to the extra-uterine 
environment.  Seventeen (15%) of the infants had a 1 minute Apgar score of 3 or 
less out of 10 while 14 (12%) of the infants had a one-minute Apgar of between 4 
 de Kock and van der Walt). 
 
6.6.4 ONE-MINUTE INFANT APGAR SCORES, OUTCOMES AND 
INTERVENTIONS 
 
Ninety-five (83%) of infants were born alive and well; eight were not well at birth, but 
recovered well and seven (6%) died.  Four infant outcomes were not entered. 
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and 7 out of 10.  In two cases the Apgar scores were not recorded.  Infants who had 
a 1 minute Apgar score between 4 and 7 out of 10 recovered well after initial limited 
resuscitative measures, including oro and nasopharyngeal suctioning and oxygen 
administration per face mask.  Of the infants who were reported to have had 1 minute 
Apgar scores of less than 3 out of 10, some had an unfavourable neonatal outcome, 
where infants died or sustained hypoxic ischaemic encephalopathy. 
 
Infant interventions mainly referred to routine medications including administration 
of Vitamin K as prophylaxis for haemorrhagic disease of the newborn (Harrison, 
2002:26).  Another medication used routinely is antibiotic eye ointment as 
prophylaxis against gonococcal ophthalmia (Harrison, 2002:26).  A total of 59 (52%) 
infants were indicated to have been given the routine prophylaxis, while routine 
prophylaxis was not entered in 32 (28%) of the MCR.  In two of the referrals routine 
prophylaxis was not applicable as one was referred as an intra-uterine death and the 
other infant died at birth. 
Sixty-one (52%) infants had oropharyngeal and nasopharyngeal suctioning of 
whom 22 (19%) also received oxygen.  Fourteen (12%) infants were bag ventilated 
while six (5%) of these infants were intubated and ventilated mechanically.  Seven 
(6%) of these infants were admitted to special care or high-risk units. 
 
Further elaboration on the 17 infants, who had a 1 minute Apgar score of less than 7, 
now follows in order to try and determine if any avoidable factors were present.  The 
actual case numbers used in the data retrieval sheets were used to identify the 
cases. 
 
6.6.5 INTERPRETATION OF MATERNITY INTERVENTIONS ON OUTCOMES 
OF INFANTS WITH 1 MINUTE APGAR SCORES OF LESS THAN 7 OUT 
OF 10 
 
As indicated earlier, the maternal outcome of labour was generally better than the 
fetal neonatal outcomes of labour.  A decision was taken to present case summaries 
of the maternity interventions on outcomes of infants with one-minute Apgar scores 
of less than seven out of 10 (Annexure M for summary of case studies).  In the 
researcher’s assessment, some of these summaries provide evidence of ineffective 
or substandard care to either the women who were referred to a higher level of care 
or their infants.  Avoidable factors are evident in some cases.  All cases included in 
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the study, including those presented in Annexure M, were reviewed by an 
independent reviewer to enhance validity and reliability of the researcher’s findings.  
The process entailed a consensus discussion between the researcher and the 
independent coder. 
 
The 17 cases with one-minute infant Apgar of less than seven out of 10 reflect poor 
or substandard maternity care.  The 18th
6.7.1.1 Agreement between midwives’ reasons for referral and doctors’ 
diagnosis 
 case where an intrauterine death was 
diagnosed was also handled inappropriately as no maternal observations were made 
especially when imminent eclampsia was later diagnosed.  Once again one needs to 
refer to the fact that hypertension currently accounts for the largest number of direct 
causes of maternal mortality (Department of Health, 2002a:5).  Fortunately, no 
maternal deaths occurred, but maternal morbidity is evident.  Elements of care point 
to avoidable factors that are responsible for perinatal mortality and morbidity. 
 
6.7 APPROPRIATENESS OF REFERRAL 
 
In assessing for the appropriateness of referrals, the researcher made an 
assessment to determine if the referral was justified.  The assessment for 
appropriateness of referrals was done using all available patient information, taking 
cognisance of the fact that the MCRs were incomplete.  To verify and authenticate 
the validity and reliability of the researcher’s assessment of appropriateness of 
referrals, a consensus discussion between the researcher and an experienced expert 
clinical midwife took place.  Before embarking on the discussion on appropriateness 
of referral, a discussion on agreement between midwives’ and doctors’ reasonsfor 
referral is done. 
 
 
The researcher performed the initial assessment to determine the degree of 
agreement between midwives’ reasons for referral and doctor’s diagnosis for the 
women who underwent inter-level health service referral.  This assessment findings 
will now be discussed. 
 
Midwives stated the reason for referral in 111 MCRs while doctors’ diagnoses were 
entered in 83 out of 114 MCRs.  Based on the reason stated for referral by the 
midwife in 111 MCRs, all referrals of women in labour from lower to a higher level of 
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care were found to be appropriate.  Some midwife referrals were rated as appropriate 
according to the Guidelines, but the actual diagnosis was incorrect (Department of 
Health, 2002a) (see examples below).  In three of the MCRs where no reason for 
referral was indicated, a doctor’s diagnosis (and therefore a definite need for referral) 
was found.  The reasoning behind the lack of reasons for referral and/or doctors’ 
diagnoses can possibly be ascribed to poor record keeping by the midwife at the 
referring MOU. 
 
On five occasions, the midwives’ reason for referral of breech presentation were 
appropriate for referral but the actual diagnosis was incorrect.  One of the latter five 
cases incorrectly diagnosed as breech presentation, was a face presentation and 
another one was a multiple pregnancy.  The doctor performed a caesarean section 
for a breech presentation, but discovered a multiple pregnancy when the caesarean 
section was performed.  In retrospect the referring midwife’s diagnosis was not totally 
incorrect as the first twin was a breech presentation.  What the midwife misdiagnosed 
was the fact that it was, in fact, a multiple pregnancy, but so did the doctor at the 
referral hospital. 
 
Lennox, Kwast and Farley (1998:118), in their study on breech labour on the WHO 
partograph, report a lack of guidance of birth attendants in developing countries as a 
limiting factor in problem identification and a resultant delay in interventions including 
appropriate inter-level health referral of women in labour.  Instances were also 
identified where one reason for referral was stated, such as a big baby, but on a 
review of records more reasons were identified, namely, a previous caesarean 
section, and an ectopic pregnancy in the same patient.  It is not clear as to whether 
the midwife would have referred the latter patient if she was not coincidentally also 
diagnosed as having a big baby.  On three occasions there were vast differences 
between doctors’ diagnoses and midwives’ reasons for referral.  An example of such 
difference is a doctor’s diagnosis of the latent phase of labour versus the midwife’s 
reason for referral of hypertension and meconium stained liquor. 
 
Midwives’ reasons for referral correlated in 24 (29%) of 83 MCRs where doctor’s 
diagnoses were indicated.  The highest correlation occurred where the diagnosis of 
slow progress of labour and premature labour were indicated.  Similarities such as 
the midwife stating a previous caesarean section and the doctor diagnosing a trial of 
scar were identified.  Instances were identified where there was no link between the 
doctor’s diagnosis (pregnancy-induced hypertension in latent phase of labour) and 
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the midwife’s reason for referral (cephalopelvic disproportion and a big baby).  No 
explanation can be given for the latter vast differences in findings of two health care 
workers caring for the same patient. 
 
6.7.2 ASSESSMENT FOR APPROPRIATENESS OF REFERRALS: 
CONSENSUS DISCUSSION BETWEEN RESEARCHER AND EXPERT 
PRACTISING MIDWIFE 
 
In performing the assessment for the appropriateness of women in labour referred to 
a higher level of care, the following procedure was implemented: 
 
• patient data from the participants were summarized using the sections identified 
in the data retrieval sheet (Annexure H); 
• a format addressing three broad sections, namely midwives’ reason for referral 
versus diagnosis by the doctor, referral appropriateness and standard of care 
(Box 6.1); 
• each broad section was rated according to a further three possible options and 
the process of assessment was directed by SANC regulations (R2488 of 
October 1990a:1) and the Guidelines (Department of Health, 2002a:12) as well 
the researcher’s expert subject knowledge; 
• consultations with a research promoter and a consensus discussion with a 
practising midwifery subject expert concluded this process.  Prior to 
commencement of the consensus discussion, the researcher presented the 
expert midwife with the following information: 
o an explanation of the purpose of the meeting, how the documents for the 
meeting were compiled, and the researcher’s criteria for assessment of 
the data; 
o a copy of the basic working document, namely a brief summary of MCR 
responses according to midwife reasons for referral and doctor’s 
diagnoses, appropriateness of referral and standard of care (Annexure L) 
(each entry on the document was coded with a reference number for 
purposes of confidentiality and anonymity; the need for coding the 
document was especially important as this midwife has been and is still 
working at one of the MOUs in the research area); 
o a copy of the summary of MCR responses, according to categories of the  
data retrieval sheet (Annexure H), in case any clarification was needed; 
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o the researcher and the expert midwife clearly understood any 
abbreviations used on the documents to be assessed, such as ↓ FM 
(decreased fetal movements); 
o raw data on the completed data retrieval sheets; and 
o retrievable and accessible MCRs at the hospitals and most patient 
records, in the event that further clarification became necessary. 
 
• The documents were reviewed jointly by the researcher and the expert midwife, 
each having her own set of documents, except for the original copy of the data 
retrieval sheets.  Entries were assessed individually in numerical order 
according to the criteria listed in Box 6.1, reaching consensus before 
proceeding to the next case.  Both reviewers made notes during the discussion 
and compared these at the end of the discussion.  There was an excellent 
degree of consensus between the two reviewers, with minimal adjustments 
needed.  The researcher had one questionable referral that was clarified and 
one record was re-rated from care acceptable to care unacceptable. 
 
Box 6.1: Explanation of MCR responses ratings 
Reason for referral versus 
doctor’s diagnosis 
Appropriateness of referral Quality of maternity care 
• Agree: the same or similar, 
for example, slow progress 
versus prolonged labour 
• Differ: for example, fetal 
distress and big baby 
• No entered: – no doctor’s 
diagnosis in MCR including 
those where the patient 
delivered within a short 
while (sometimes minutes) 
after arrival at referral 
hospital 
• Appropriate: clear 
indication as per SANC 
regulations, the 
Guidelines and expert 
subject knowledge 
• Inappropriate: no clear 
indication for referral 
accessed in the referral 
note 
• Questionable: 
uncertainty to fit reason 
for referral into first two 
categories 
 
• Good: all elements of patient care 
met, (according to the Guidelines) 
based on complete records, 
reflecting good practice standards 
aimed at providing good quality 
care 
• Acceptable: all critical elements 
of patient care were verifiable in 
the MCR, for example information 
not entered on the infant record, 
but verifiable on the maternal 
record 
• Unacceptable: critical elements 
of care  not recorded, for example 
patient referral for fetal distress, 
with no clear evidence of fetal 
wellbeing 
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6.7.3 FINDINGS OF ASSESSMENT ON APPROPRIATENESS OF REFERRAL 
 
Midwives stated the reason for referral in 111 (97%) MCRs while doctors’ diagnoses 
were not entered in 31 (27%) MCRs.  Based on the reasons, stated for referral by 
midwives in 111 MCRs, all referrals of women in labour from lower to higher levels of 
care were found to be appropriate, or else as appropriate according to the Guidelines 
Department of Health (2002a:57).  Reasons for referral were listed as appropriate 
according to the Guidelines when the reason was appropriate, but the actual 
diagnosis was incorrect (Department of Health, 2002a:57).  On three of the MCRs 
where no reason for referral was indicated, a doctor’s diagnosis (and therefore a 
definite need for referral) was found in the patient’s records.  The reason for a lack of 
referral is possibly ascribed to poor record keeping on the side of the referring 
midwife. 
 
6.8 CONCLUSION 
 
A vast number of midwives’ reasons for referral of patients were identified.  Of note 
here is that in a number of cases no doctor’s diagnosis was made.  Another 
observation in this regard is the fact that there was a relatively low level of agreement 
between the midwives’ reasons for referral (midwifery diagnoses) and the diagnoses 
made by doctors.  Midwives and doctors use the same criteria for intrapartum 
assessment.  What is the impact of this non-agreement in diagnoses on maternity 
care interventions? 
 
If incompleteness of records is used as a criterion for quality of care, it can be 
deduced that women who were referred from MOUs to the referral hospital received 
poor quality care.  Poor standards of care further compromise an already 
compromised group of women and their infants. 
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CHAPTER 7 
 
DISCUSSION OF RESEARCH FINDINGS, CONCLUSIONS, LIMITATIONS, AND 
RECOMMENDATIONS 
 
7.1 INTRODUCTION 
 
In the previous chapter the findings generated from the review of MCRs of women 
referred from MOUs to the referral hospital in the research area were presented.  
This chapter provides a critical discussion of the findings from the two parts of the 
study. 
 
7.2 EVALUATION OF THE RESEARCH OJECTIVES 
 
The goal of this study was to explore and describe the inter-level health service 
referral of women in labour by midwives in order to design guidelines for midwives on 
inter-level health service referral in the public health sector.  As noted earlier, the 
researcher set three objectives in order to achieve the stated research goal. 
 
The objectives of stage 1 of the study were to: 
• compile a profile of the midwives at lower level maternity care centres included 
in the study; and 
• explore and describe the perceptions, and experiences of midwives working at 
lower level maternity services responsible for the inter-level health service 
referral of women in labour. 
 
The objective of stage 2 of the study was to: 
• Describe, by means of an analysis of MCRs, the following aspects of inter-level 
health service referral of women in labour: 
o profiles of women admitted to MOUs who are referred to higher levels of 
care; 
o the appropriateness of midwifery referral; and 
o the maternity care implemented by health care workers during inter-level 
health service referral of women in labour. 
 
The objective of stage 3 of the study was to develop guidelines for midwives on inter-
199 
 
level health service referral of women in labour.  The researcher believes that the 
goal and objectives of this study were met. 
 
7.3 CRITICAL DISCUSSION OF RESEARCH FINDINGS 
 
Before embarking on the critical discussion of the research findings a brief summary 
of the research findings is presented.  The summary pertains to the role players 
involved in the inter-level health service referral of women in labour as well as the 
findings relating to referral, as depicted in boxes 7.1, 7.2, and 7.3.  Box 7.1 provides 
a summary of role players involved in inter-level health service referral of women in 
labour at MOUs and findings of the research. 
 
Box 7.1: Summary of role players involved in inter-level health service referral of 
women in labour at MOUs and findings of the research 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The ambulance services department formed an essential go between for the MOUs 
and the referral hospital (Box 7.2). 
 
WOMEN IN LABOUR AT MOUs 
 
• Inter-level health service referral of women in labour initiated by midwives at MOUs 
• Most women who were referred to the hospital were booked for delivery at the MOU 
• Single cases, including one with previous caesarean section, and one grande multipara were 
correctly booked to deliver at the referral hospital 
• Reasons for referral included pregnancy and labour, fetal related and other reasons 
 
MIDWIVES 
 
• Qualified in terms of SANC stipulations for practice 
• Perceive a shortage in staff/patient ratios 
• Midwives expressed a need for in service education 
• Midwives expressed the need for support from management 
• Referrals were done according to the Guidelines where, all but four, MCRs reflected clear 
indications for referral 
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Box 7.2: Summary of role players involved in and findings relating to inter-level 
health service referral of women in labour at the ambulance services department 
 
 
 
 
 
 
 
 
 
At the referral hospital mothers, infants, midwives, and doctors were identified as role 
players for the purpose of this study (Box 7.3). 
 
Box 7.3: Summary of role players involved in and findings relating to inter-level 
health service referral of women in labour at the referral hospital 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
A discussion on the contributions of the role players follows a discussion of findings 
relating to referral.  The interview findings as well as findings from the MCRs are 
discussed simultaneously. 
 
 
AMBULANCE SERVICES PERSONNEL 
 
• Responsible for transporting women between MOU and referral hospital 
• No designated and reliable transport system 
• Reportedly responded poorly to call outs by midwives at MOUs 
• Ambulance delays evident in MCRs reviewed 
• Ambulance services manager as well as midwifery services manager verified transport 
problems 
 
MOTHERS, INFANTS, MIDWIVES AND DOCTORS 
 
• Maternal outcomes of labour 
o Poor record of maternal condition post delivery 
o One labour lasted 145 hours and four exceeded 24 hours but less than 49,5 hours 
o Prolonged rupture of membranes 
• Fetal neonatal outcomes of labour unsatisfactory 
o 17 infants with 1 minute Apgar scores ≤ 3 
o Eight infants died 
o Little or no evidence of interventions for resuscitation 
• MOU midwives have difficulty contacting doctors for consultation 
• MOU midwives experienced colleagues at the referral hospital as unapproachable on occasions 
• Generally low level of agreement between midwifery and doctors’ diagnoses 
• Agreement between doctors’ diagnoses and midwives’ reasons for referral was high for 
prolonged labour 
• Standards of care are questionable on occasions, evidenced by: 
o Incomplete and generally poor record keeping 
o Little or no evidence of appropriate maternity care interventions 
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7.3.1 Principles, requirements and factors affecting referral 
 
Box 7.4 provides a summary of the principles, requirements, and factors affecting 
inter-level health service referral of women in labour in the research area. 
 
Box 7.4: Principles, requirements and factors affecting inter-level health service 
referral of women in the research area 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PRINCIPLES OF REFERRAL 
 
• Clear indications for referral 
• Practicality of referral process impeded 
• Referrals done timeously 
• Family and community involved when transport required 
• Patients’ right to self-determination observed in one instance 
 
REQUIREMENTS OF AN EFFECTIVE REFERRAL SYSTEM 
 
• Resources not adequate; lack of essential equipment and drugs 
• Ineffective communication between health care providers 
• No feedback communication system in place 
• No designated or reliable transport system in place 
• Protocols for identification and management of complications not always available or 
accessible 
• Some personnel not educated in use of protocols 
• Some instances of lack of teamwork between different levels of care 
• Unified record system implemented during the course of the study 
• No evidence to ensure that patients do not bypass the referral level 
 
FACTORS AFFECTING INTER-LEVEL HEALTH SERVICE REFERRAL 
 
• No evidence of distance from the service causing problems.  Patients arriving at MOU in 
advanced labour may be indicative of problems with distance 
• Cost of service not a problem after patient arrival at the MOU – services free 
• Patients’ unwillingness to be referred may be indicative of perceived questionable 
standard of care 
• No evidence of health care providers’ attitudes influencing utilisation of services. 
• Midwives verbalised experiencing problems of negative attitude from colleagues at referral 
hospital 
• No evidence of disregard for patients’ dignity and respect 
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In Chapter 2 the reader was introduced to different aspects relating to inter-level 
health service referral, namely the principles, requirements and factors affecting 
referral.  In this section the findings of the study are related to these aspects of 
referral. 
 
The first principle for referral states that there must be a definite indication for 
referral (McGuire, et al, 1996:216).  Out of 114 MCRs reviewed, a clear and definite 
reason for referral was evident in 111 (97%) cases.  Possibly linked to poor record 
keeping, in three (3%) MCRs no indication for referral was found.  In a similar 
incidence, 7% of non-recording of reasons for referral was found in the Murray, et al 
(2001:355) study.  These authors ascribe this non-recording of reasons for referral to 
what they called “imperfect” records.  In another South African study on intrapartum 
referrals, MOU midwives’ record keeping was reported as excellent (van Coeverden 
de Groot, et al, 1994:73).  All but one of the reasons for referral were appropriate in 
terms of the Guidelines (Department of Health, 2002a:39) in the exception, the 
woman herself requested transfer to the referral hospital.  Although it is the woman’s 
constitutional right to have her baby where she prefers it must be understood that this 
request did not meet the criteria for referral in terms of the Guidelines and was 
therefore regarded as an inappropriate referral.  The apparently high incidence of 
appropriate referrals by midwives in the Nelson Mandela Metropolitan Municipality is 
considered commendable compared to the high incidence (16.1%) of inappropriate 
referrals reported in the study by Murray, et al (2001:355). 
 
Midwives’ reasons for referral were grouped into pregnancy- and labour-related, fetal, 
and other reasons.  Slow progress of labour was the single most common reason for 
referral, stated in 42 (38%) cases.  Failure to progress in labour was identified as one 
of the two most common reasons for referral in a German study (David, et al, 
2006:422).  As indicated earlier fetal hypoxia is one of the most common 
complications of prolonged labour in South Africa.  Slow progress of labour can be 
associated with lack of maternal and fetal monitoring or infrequent monitoring in 
labour, but also prolonged abnormal monitoring without appropriate action.  Sadly all 
of these monitoring-related interventions have recently been classified as health care 
worker oriented reasons of maternal deaths in South Africa (NCCEMD, 2006:10). 
 
Some other pregnancy and labour related reasons for referral include pregnancy 
induced hypertension, premature labour, premature rupture of membranes and 
eclampsia.  As indicated in the discussion of MCR review findings hypertensive 
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conditions of pregnancy have been identified as the second most common direct, but 
also avoidable, cause of maternal deaths in South Africa (NCCEMD, 2006:11).  One 
can relate the principle of having a definite indication for referral to the WHO Health 
for All Model of providing individualised care to women (Bryar, 1995:89). 
 
Referrals must be practical (McGuire, et al, 1996:216).  In this regard it was evident 
from the interview responses that midwives were familiar with the procedure to be 
followed when a need for referral was identified.  The practicality of the process was 
impeded by factors including establishing communication with the referral hospital, 
implementation of appropriate patient care prior to referral, as well as problems with 
patient transport.  In 1994 van Coeverden de Groot, et al (1994:73) reported 
ambulance delays as a disturbingly common occurrence during intrapartum referral.  
Twelve years later in 2006 the third Saving Mothers report yet again identifies 
transport problems during referral as an avoidable factor of maternal deaths 
(Department of Health, 2006a:10). 
 
The WHO Health for All Model stipulates that essential drugs should be available 
at all maternity care facilities (Bryar, 1995:89).  The need for the availability of 
drugs to treat complications such as those of hypertension is endorsed by the 
NCCEMD (2006:10).  Since publication of the first NCCEMD report in 1998 
hypertension has remained the most prominent direct cause of maternal death in 
South Africa (NCCEMD, 2006:10).  Prevention of complications of hypertensive 
conditions in pregnancy are standard, therefore all South African maternity care 
workers should be vigilant and empowered to promptly diagnose and appropriately 
treat this complication (NCCEMD, 2006:10).  The Kwast study (1995:S80) confirms 
that the availability of supplies and drugs does improve humane and skilled maternity 
care provision. 
 
Referrals must be timely (McGuire, et al, 1996:216).  Endorsing the importance of 
timely referral is evident in the stipulation that emergency transport facilities must be 
available for parturient women to be transported between different levels of health 
care when complications arise (NCCEMD, 2006:20).  Verification of timely referral 
was evident from the interview findings.  Due to the incompleteness of the MCRs 
reviewed, the researcher could not verify whether referrals were done timeously or 
not.  What was evident from the MCR review is the fact that delays often occurred 
during the process of referral.  These included transport delays as well as delayed 
maternity care interventions at the referral hospital.  As indicated in the discussion of 
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MCRs in Chapter 6, extensive waiting times for ambulances, as long as 11 hours, 
have been recorded.  Transport problems between institutions have been identified 
as an administrative problem, causing maternal deaths (NCCEMD, 2006:10).  A lack 
of or ineffective transport facilities between MOUs and the referral hospital 
contravenes the WHO Health for All Model stipulation of effectivity and manageability 
of services (Bryar, 1995:89).  Delays in referral have been identified as health care 
worker causes of maternal deaths (NCCEMD, 2006:10). 
 
During referral the family and community must be involved in the referral process 
(McGuire, et al, 1996:216).  From the interview findings limited evidence of 
community involvement was identified, but this could not be verified from the MCR 
review.  According to some of the interview findings, the principle of community 
involvement materialised in emergencies where relatives or members of the 
community provided transport when ambulance delays were experienced.  In this 
regard compliance with one of the themes of the WHO Health for All Model, namely 
community involvement, was observed.  Kwast (1995:S72), in her study on building a 
community-based maternity program, used a simple four step approach to achieve 
community involvement.  The results associated with community involvement 
demonstrate a striking reduction in perinatal mortality, from 75 to 31 deaths; 
contraceptive prevalence increased from zero to 27%; and perinatal attendance 
increased from 45 to 77 in one year’s time (Kwast, 1995:S72).  The improved 
maternity care delivery illustrated by the findings from the Kwast (1995:S72) study 
support the need to establish and strengthen community involvement.  Kwast 
(1998:134) alludes to the fact that the community needs to experience the 
cohesiveness of a health team to improve cooperation, thereby improving access 
and quality of care. 
 
The patient has the right to self-determination (McGuire, et al, 1996:216).  
Anecdotal evidence from midwife participants as well as from the community alludes 
to the fact that women may demand this right to self-determination in a passive 
aggressive way.  From the interview findings it is evident that one woman, has 
reportedly refused to be transferred to the referral hospital (South Africa Constitution 
Act 101 of 1997). 
 
7.3.2 Requirements of an effective referral system 
 
The researcher accessed a number of related references and compiled a list of 
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requirements for referral as indicated in Chapter 2.  The research findings are 
compared with these requirements to establish to what extent the requirements of 
effective referral during the inter-level health service referral of women in labour in 
the research area were met. 
 
A requirement is that the referral centre must be adequately resourced (Murray, et 
al, 2001:353).  Although this requirement could not be directly evaluated from the 
MCR review, it was obvious that women did not always get the appropriate maternity 
care interventions at the MOUs before being transferred.  An example in this regard 
is a woman who was referred for fetal distress but no interventions to alleviate the 
problem at the MOU were recorded (see Annexure M, case 22084). 
 
Long delays before maternity care interventions at the hospital were observed from 
the MCR review.  These delays could possibly be ascribed to inadequate resources 
among other things.  Reference in this regard is an unexplained 35-hour delay 
between a decision and the actual performance of a caesarean section for pregnancy 
induced hypertension.  A decision-to-delivery interval of 35 hours is 
incomprehensible if one compares this interval with a study evaluating the decision-
to-delivery interval in emergency caesarean sections by Sayegh, Dupuis, Clement, 
Rudigoz (2004:31).  Using the classification by Sayegh, et al (2004:31) the 
caesarean sections performed in this study would be classified as emergency or 
urgent caesarean sections.  Sayegh, et al (2004:31) reports a mean decision-to-
delivery interval in the emergency or urgent caesarean section group of 39.5 
minutes, with a range of 12 minutes to 245 minutes. 
 
The delays before maternity care interventions were implemented in this study could 
possibly be ascribed to lack of human and material resources.  However, delays in 
implementing care could also be ascribed to negligence or a don’t care attitude of 
staff.  Anecdotal evidence from community members exists that indicate that women 
have to sit on “hard benches” for hours on end at the referral hospital waiting to be 
seen by the doctor.  Human and material resources have been identified as 
administrative procedures contributing to maternal deaths (NCCEMD, 2006:10).  In 
the absence of adequate resources the underlying concept of manageability of 
services stated in the WHO Health for All Model will question the manageability of 
services (Bryar, 1995:87).  As stated earlier, a number of interview responses 
indicated lack of resources, inclusive of essential drugs and equipment for 
resuscitation to stabilise a patient before transfer.  A reduction in maternal mortality 
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and morbidity was reported in two Nigerian states where equipment and supplies, 
among other things, have been improved (Kwast, 1995:S67). 
 
Another requirement stipulates that an effective communication and feedback 
communication system must be in place between the different levels of referral 
(Murray, et al, 2001:353; Muller, 2001:221).  Repeated interview responses 
demonstrated difficulties in communication between midwives from the MOUs and 
the staff at the referral hospital, as well as in the ambulance department staff.  At one 
MOU there were no telephones available inside the labour ward after hours.  The 
midwives from this MOU did have the “privilege” of a “free public telephone line” at 
the entrance of the building, but outside the labour ward, to contact the referral 
hospital and the ambulance services department.  One may deduce that midwives 
may have at times had to leave patients unattended in the labour ward while 
attempting to establish telephone contact with the referral hospital or the ambulance 
services department. 
 
A different example of referring midwives’ inability to communicate with maternity 
staff at the referral hospital was evidenced from interview responses (as stated in 
Chapter 5), such as “the telephone will keep on ringing … ringing … ringing” or “they 
just pick up the telephone and put it on the side”.  Communication with the 
ambulance service department also appeared to be problematic.  It appears as 
though there is an inability on the part of the health system to provide women with 
the necessary care, which is related to communication problems, from this a 
deduction can be made that services are not equitably accessible to all (Bryar, 
1995:87). 
 
The issue of lack of feedback was evident from a number of interview responses, 
plus there was no evidence of feedback referral found in the MCRs reviewed.  One of 
the main reasons of an effective feedback communication system, is the fact that it 
serves as an information system that enables referring midwives to evaluate their 
midwifery diagnosis and care of women referred against the outcomes of labour.  
Feedback communication may also serve as a medium of education where referring 
midwives may learn from previous experiences which will reinforce their strengths 
especially if women were managed properly prior to referral.  Similarly midwives 
should be able to identify shortcomings through which improvements can be made.  
In the Kwast study improving communication between health care workers at 
different levels of care was reported to have contributed to a reduction in maternal 
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mortality and morbidity.  One of the focuses of the study on building a community-
based maternity program was to improve maternity service delivery which would 
assist in reducing maternal and neonatal mortality (Kwast, 1995:S67).  Van 
Coeverden de Groot (in
The fourth requirement for referral stipulates that setting-specific protocols relating 
to problem identification and management in case of referral should be in place 
(Murray, et al, 2001:353).  In 2000 the Department of Health undertook to make 
protocols for maternity care available at all maternity care facilities.  The protocols 
were presented in the form of Guidelines (Department of Health, 2000a:7).  Aspects 
covered in the Guidelines include indications for antenatal and intrapartum referral 
and also how to diagnose and manage complications, such as prolonged labour, 
using the partograph.  From the MCR review it was evident that some midwives 
implemented the Guidelines .  In the van Coeverden de Groot, et al (1994:73) study 
MOU midwives also reportedly adhered to protocols for referral.  Non-implementation 
of the Guidelines verified from some MCRs that were reviewed, as well as from 
 Cronjè and Grobler, 2003:680) contends that feedback on 
patients who were sent to the referral hospital will reveal to MOU staff whether or not 
referrals were appropriate. 
 
A third requirement stipulates that designated and reliable patient transport must 
be available on a 24-hour basis (Murray, et al, 2001:353).  This was probably the one 
requirement most frequently stated, in the interview responses, to be problematic, 
challenging, and even non-existent at times.  Problems identified were long waiting 
times and the inability to contact ambulances because midwives at one MOU had no 
telephones available inside the MOU after hours due to difficulties in contacting them 
and also slow response time.  Both the midwifery services manager as well as the 
ambulance services manager acknowledged that problems with patient transport 
were a serious concern.  The importance of patient transportation is further 
emphasised by the NCCEMD stating that obstetric emergencies be made a “code 
red” (top priority) (Moodley, 2006:20). 
 
Inter-sectoral collaboration was verifiable from interview responses as well as from 
the MCR review indicating that an ambulance facility, established in terms of a Public 
Private Initiative, was utilised in emergencies when public ambulances were not 
available.  In terms of the WHO Health for All Model this demonstrates that some 
form of inter-sectoral collaboration existed (Bryar, 1995:87).  Community members 
sometimes helped with referral by providing transport when indicated. 
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interview responses, may be ascribed to non availability or accessibility of the 
Guidelines at times.  Non-use of the Guidelines may also be ascribed to a don’t care 
attitude by health care providers.  Alternatively, despite the availability and 
accessibility of guidelines, midwives may also not have been familiar with the 
Guidelines.  Midwife participants at one of the two stand-alone MOUs mentioned the 
non-availability of the Guidelines but the reason for this non-availability of the 
Guidelines could not be established at the time of data collection for this study, since 
the Department of Health made an undertaking for these to be available at all 
maternity care facilities by the end of 2002 (Department of Health, 1998a:3). 
 
Another requirement for referral is linked to the previous one in that it stipulates the 
fact that personnel should be educated in the use of protocols (Murray, et al, 
2001:353).  From the MCR review it was evident that some midwives implemented 
Guidelines appropriately.  This serves as an indication that they were informed and 
must have received education in the use of the protocols.  Interview responses by 
midwives, especially from one stand-alone MOU, indicated that they needed in-
service education including the use of Guidelines for maternity care. 
 
The need for teamwork between the different levels of care is stated as another 
requirement for referral (Murray, et al, 2001:353) although this requirement could not 
be verified from the MCR review.  Some interview responses indicated a lack of 
teamwork relating to apparently negative attitudes of midwifery colleagues at the 
referral hospital towards midwives from the MOUs.  As indicated in Chapter 5 one 
midwife participant verbalised that midwifery colleagues at the referral hospital 
undermined their professional judgement leading to a lack of teamwork (Muller, 
2001:53; Botes, 1994:11). 
 
Teamwork would include aspects such as staff support for midwives at the MOUs by 
midwifery services management.  The geographical location of the two stand-alone 
MOUs might have contributed to the midwives’ experience of being less supported 
compared to their colleagues at the remaining MOUs in the research area.  Medical 
help is also more readily available to the midwives who work at the MOUs located on 
hospital premises, for instance in the case of an absolute life or death emergency, 
because these midwives indicated that they may call on the help of nearby doctors.  
Evidence of teamwork amongst midwives at the MOUs was identified from interview 
responses.  Muller (2001:178) contends that successful teamwork implies 
effectiveness and efficiency of groups and that effective teamwork is evident if the 
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objectives of the group are achieved or if the group demonstrates integrity and 
willingness to cooperate with each other. 
 
A unified record system is required (Murray, et al, 2001:353) but at the time when 
this study was commenced different record systems were in use.  In the meantime a 
new unified MCR has been introduced, which is being phased in at the different 
maternity care facilities.  The new MCR is more extensive and all-inclusive than the 
previous one.  The new MCR consists of a separate hand held antenatal card and a 
booklet which is used when a woman is admitted to a maternity care facility.  Formats 
for all aspects of maternity care, inclusive of antenatal admissions, are included in 
the MCR.  This study did not have as an objective the intention to compare the 
quality of record keeping between the previous and new MCRs therefore the 
researcher is not in a position to comment on which of the two sets of MCRs was 
more complete. 
 
The MCR for any given patient is used by everyone involved with the care of that 
patient.  From the interview responses it became evident that midwives at one of the 
stand-alone MOUs were disgruntled because they had not received any education on 
how to complete them.  Apparently, the midwives at this MOU were not ‘ready’ to use 
the MCR introduced at the time. 
 
The last requirement stipulates that mechanisms should be in place to ensure 
that women do not bypass the level of referral (Murray, et al, 2001:353).  This 
stipulation could not be verified from either interview or MCR review.  Anecdotal 
evidence based on the large numbers of women with uneventful pregnancies who 
are booked for delivery at MOUs, exists which indicates that many women bypass 
the lower level of care.  In terms of the WHO Health for All Model one may question 
the acceptability, to the public, of the maternity services at MOUs in the research 
area (Bryar, 1995:87).  The researcher realises that she would need scientific 
evidence from the referral hospital to make a judgement regarding women bypassing 
a referral level. 
 
7.3.3 Factors influencing referrals 
 
One of the first factors identified to influence referrals is distance (McGuire, et al, 
1996:217).  None of the midwife participants mentioned anything regarding distance 
from the maternity services and distance could also not be verified from the MCR 
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review as a factor impacting on referrals.  The distance between the MOUs in the 
research area and the current referral hospital ranges between 7 and 15 kilometres.  
Travelling time between MOUs and the referral hospital varies from 10 to 20 minutes 
(Bruiners, 2007:Personal consultation).  The recommended time for ambulance 
arrival in urban areas is 30 minutes from the time that the call is received (Bruiners, 
2007:Personal consultation). 
 
In the context of the study, neither distance nor travelling time between the MOUs 
and the referral hospital could be foreseen to cause problems, yet as discussed 
earlier in this chapter major delays relating to patient transport were experienced.  
Van Coeverden de Groot (in Cronjè and Grobler, 2003:682) is of the opinion that 
transport facilities are usually available in urban areas but that gross inadequacies 
generally adversely affect rural facilities. 
 
Cost of the service influences utilisation of services (McGuire, et al, 1996:217).  In 
the context of this study cost of the service was not relevant due to the 
implementation of the Free Health Policy for pregnant women and children under 5 
years of age in 1994 (African National Congress, 1994:10).  The fact that maternity 
care services are free and available to the population of South Africa, is aligned with 
the WHO stance on maternity care provision.  A further endorsement of the WHO 
Health for All model is that cost should not prevent women from receiving the 
maternity care that they require (Bryar, 1995:90).  Jahn and De Bouwere (in
The perception of the quality of the service may influence utilisation of maternity 
care services (McGuire, et al, 1996:216).  As indicated in Chapter 5, examples of 
women’s perception of the quality of the service are verifiable from both interviews as 
well as the MCRs reviewed.  One patient requested to be transferred to the hospital 
because she was apparently concerned that she might not receive the best possible 
 De 
Brouwere and Van Lerberghe, 2001:233) support the notion that barriers to access 
maternity care such as financial accessibility to services should not be 
insurmountable.  The researcher is not oblivious of the fact that maternity service 
provision has a cost implication to the government and all other facilities involved 
with inter-levelhealth service referral of women in labour in terms of human and 
material resource provision.  However, she is not in a position to comment on Jahn 
and De Brouwere’s notion about health service cost because this study concentrated 
on a sector of the South African population for which there is currently no cost to the 
patient. 
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care from the midwives at the MOU.  On the other hand there were others who 
indicated an unwillingness to be transferred to the referral hospital where they 
believed that they might receive poor treatment.  Jahn and De Bouwere (in
 
 De 
Brouwere and Van Lerberghe, 2001:233) allude to the fact that hospital care might 
be avoided because of perceived poor quality of services.  The review of MCRs 
revealed a questionable standard evidenced by the incompleteness of records. 
 
The WHO Health for All Model endorses the fact that maternity care services should 
be of an acceptable quality, stating in one of its underlying concepts that services 
should be effective and culturally acceptable (Bryar, 1995:90).  Health care workers’ 
attitudes towards patients might contribute to effective usage or non usage or non-
usage of services by consumers.  In this regard a limitation that should be 
acknowledged is the fact that women who underwent referral were not interviewed.  
However in a study on poor antenatal attendees’ perceptions of maternity care, some 
participants shared that they experienced negative attitudes, such as the rudeness of 
midwives, towards them (Mxoli, Jantjes and Strümpher, 2007:68).  The fact that 
midwives from the MOUs expressed being scared and anxious about contacting 
midwife colleagues at the referral hospital could also be ascribed to negative 
attitudes by some midwives at the referral hospital. 
 
A last factor that might influence referral is whether staff display respect for 
women’s dignity (McGuire, et al, 1996:216).  A response by Farren referring to a 
grand mulitiparous woman who was turned away from the MOU unattended because 
she was booked to deliver at the referral hospital, may indicate disrespect.  This 
woman subsequently delivered in an ambulance which had to collect her at a nearby 
taxi station when she was on her way back to the MOU.  The fact that women at 
times had to wait for hours before being seen by a doctor could also be interpreted 
as not being treated with the necessary respect and dignity.  This undue waiting to be 
attended to is in contrast to the standard of competence of health staff (Department 
of Health, 2005:1).  According to Nzama, et al (2005:84) many women admitted in 
normal labour might have encountered experiences where their rights and dignity 
have been violated whereas the challenge for maternity care workers was to ensure 
a birthing environment that would contribute to making the woman’s birthing 
experience a pleasant and memorable one. 
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7.3.4 Women in labour and midwives involved at MOUs 
 
The most important role players identified in this study are the women in labour.  
These women received an intervention, namely inter-level health service referral, 
aimed at reducing maternal and perinatal mortality and morbidity by providing the 
best possible care at an appropriate level of care.  Midwives at MOUs initiated the 
process of inter-level health service referral of women in labour.  From the MCR 
review it became evident that most of the women referred during labour were booked 
for delivery at the MOUs. 
 
Some midwives, especially those from one of the stand-alone MOUs, expressed the 
need for support from management.  This is highlighted in Farren’s response 
indicating the need to be supported by someone (manager) with a midwifery 
background and experience and who would therefore be able to identify with 
midwives.  Lavender and Chapple (2004:329) reported that some midwives believed 
that they had very strong midwifery leaders while others saw their manager as a “lap 
dog for the obstetricians”, probably indicating a support need similar to the midwives 
in this study. 
 
7.3.5 Ambulance services personnel 
 
Another important role player in inter-level health service referral of women in labour 
identified in this study was the ambulance services personnel.  Officially the public 
health sector ambulance services department is responsible for transporting women 
from the MOUs to the referral hospital (Department of Health, 2000a:7).  Evidence 
from interview responses as well as findings from MCR reviews indicate that relatives 
and midwives had to transport women at times when ambulance delays were 
experienced.  Community involvement is acknowledged as an important cornerstone 
of health care provision within a primary health care approach, however community 
involvement should not be used when a system failure occurs, but should rather be 
used appropriately, incorporated in health care provision.  In its National Strategy for 
Maternity Care the Department of Health (2000a:7) proposes a well coordinated 
referral system, with access to transport and facilities, as an essential component for 
provisioning of optimal care to parturient women, inclusive of an effectively 
functioning referral system. 
 
Some of the delayed maternity care interventions could be related to long waiting 
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periods for ambulances to transport women from MOUs to the referral hospital.  
Problems with ambulance services were also verified in interviews with the midwifery 
services manager, as well as the ambulance services manager.  The two managers 
acknowledged that problems with ambulances existed.  The recommended arrival 
time for ambulances in urban areas is 30 minutes from call out time (Bruiners, 
2007:Personal consultation).  As indicated earlier, this undertaking did not materialise 
on many occasions which indicates a health system failure despite the concern 
expressed by health authorities about high maternal and perinatal mortality figures in 
South Africa (Department of Health, 2000b:4). 
 
7.3.6 Mothers, infants, midwives and doctors at the referral hospital 
 
Based on the recorded patient information in the MCRs reviewed it appears that 
maternal outcomes of labour were generally better than the neonatal outcomes.  This 
study involved a very small number of MCRs which means that the sample size of 
MCRs reviewed is equally small; nonetheless a positive finding is that no maternal 
deaths were recorded.  Jahn and De Brouwere (in De Brouwere and Van Lerberghe, 
2001:238) contend that quality obstetric care is a precondition for successful referral.  
In this study questionable standards of maternity care were identified in some cases 
which included one extremely prolonged labour of 145-hour duration as well as four 
other labour durations exceeding 24 hours, but less than 49 hours-and-24 minutes.  
Prolonged labour has associated complications such as fetal asphyxia, which has 
been identified at the most common cause of perinatal mortality in South Africa 
(Odendaal in
The midwifery services manager shared her observations of instances where 
midwives at the MOUs apparently waited too long before they referred patients to the 
referral hospital.  The reasons for delayed referrals could not be determined from 
review of MCRs nor from interview responses.  Confirmation of delayed referral was 
identified where “the patient (cervical dilatation) may have crossed the action line 
twice” before being transferred.  However, as mentioned earlier, some of these 
‘apparent’ delayed referrals could be linked with long waiting periods for ambulances 
to arrive.  The manager emphasized the fact that involvement of midwives with 
perinatal meetings “is long overdue”, saying that perinatal meetings should not be 
seen as a “witch hunt”, but as a learning experience so that the same mistakes are 
 Cronjè and Grobler, 2003:303).  Prolonged monitoring in labour without 
appropriate interventions has been identified as a health worker oriented cause for 
maternal deaths (NCCEMD, 2006:10). 
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not repeated. 
 
Some of the neonatal outcomes of labour for women referred during labour were 
unsatisfactory.  As indicated earlier, eight (41%) out of 17 infants (with one-minute 
Apgar scores of less than 7 out of 10) died.  Little or no evidence of appropriate 
interventions for resuscitation of these infants were found in the MCRs.  Murray, et al 
(2001:359), contend that low perinatal mortality is likely to be associated with good 
intrapartum care.  Although this study cannot be compared with the Murray, et al 
study because of the differing contexts, the high infant death rate in the current study 
forces one to question the quality of intrapartum care provided during the inter-level 
referral of women and infants whose records were reviewed. 
 
Although the infants referred to in the preceding paragraph would all initially have 
been assigned to the low-risk fetal category their risk status changed to high-risk 
during labour.  This finding was verified by Gribbin and James (2005:225) who state 
that the fetal risk status may change during labour.  Gribbin and James (2005:225) 
furthermore contend that some “high-risk” pregnancies may be misdiagnosed as 
“low-risk” because fetal wellbeing cannot be assessed in isolation, but only as part of 
the maternal-fetal unit.  Gribbin and James (2005:221) express caution about the 
seemingly anomalous appearance where most stillbirths now occur in “low-risk” 
women.  Heinonen and Saarikoski (2001:407) contend that most cases of 
intrapartum asphyxia occur in previously low risk pregnancies.  According to Gribbin 
and James (2005:226) reduced fetal movement during pregnancy is the only 
assessment shown to positively identify fetuses at risk of intrauterine death.  Failure 
by midwives to elicit from women whether fetal movements were normal or perhaps 
reduced during the antenatal period is tantamount to wasted opportunities of 
identifying and possibly preventing infant deaths. 
 
Buchmann (2005a:40) asserts that failure to detect signs of fetal distress was 
identified in most of the intrapartum deaths reviewed.  Late decelerations in fetal 
heart rate, a feature regarded as the hallmark of fetal distress, were detected in an 
average of one quarter of the deaths (Buchmann, 2005a:40).  An alarming finding in 
this study is the fact that monitoring for fetal heart decelerations was only recorded in 
an average of 66 (58%) cases when it should be clear that failure to monitor the fetal 
heart during labour is regarded as a lost opportunity to identify a fetus at risk.  The 
question at this stage that will remain unanswered is how many of the intrapartum 
deaths in this study can be ascribed to avoidable factors. 
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From the interview findings it became evident that some midwife participants 
expressed a preference to consult with doctors at the referral hospital.  Responses 
such as “scared to talk to them” and “our professional judgement were being 
undermined” portray a perception of negative attitudes by midwifery colleagues at the 
referral hospital, poor communication and possibly midwife participants experiencing 
low morale.  This study did not include interviews with midwives at the referral 
hospital; therefore the researcher was unable to establish what their feelings were 
regarding the issue of communication with their colleagues at the MOUs.  The finding 
of negative attitudes by midwives at the referral hospital could not be verified through 
review of MCRs and no literature could be accessed on negative attitudes of 
“receiving” midwives towards colleagues who refer patients during labour. 
 
Hughes, Deery and Lovatt (2002:49) in a study on facilitating cultural shift in 
midwifery reported positive, as well as negative, relationships between midwifery 
colleagues and doctors.  Some participants in the Hughes, et al study stated that 
doctors always blame midwives when things go wrong.  Negative attitudes between 
midwives are evidenced from a strongly worded response of one focus group from 
the Hughes, et al (2002:49) study.  Cooper, Morroni, Ormer, Moodley, Harries, 
Cullingworth and Hoffman (2004:73) state that low morale among public health 
sector health care workers may impact negatively on service delivery. 
 
In general a low level of agreement between midwives’ reasons for referral and 
doctors’ diagnoses was found.  The researcher could not access any study dealing 
with levels of agreement between midwives’ reasons for referral and doctor’s 
diagnoses at the time of the report.  In cases where prolonged labour was the reason 
for referral there was a high level of agreement between doctors’ diagnoses and 
midwives’ reasons for referral. 
 
The review of MCRs also revealed missing maternity care interventions by midwives 
at the referral hospital some of which included non-performance of maternal and fetal 
monitoring, as evidenced by incompletely filled out sections in the MCRs, inclusive of 
admission entries, partographs and labour summaries.  This finding was not 
verifiable from the midwife participants’ interview responses or the midwifery services 
manager. 
 
As mentioned earlier midwife participants from MOUs felt more at ease consulting 
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with doctors compared to midwifery colleagues at the referral hospital.  No studies 
dealing with midwives’ preference to consult with midwives versus doctors at other 
levels of care could be accessed at the time of this report.  What was good about the 
finding that midwives from the MOUs found it easy to talk to doctors is the fact that 
the core business, namely maternity care, could continue despite certain barriers to 
communication.  Another finding from the MCR review was a questionable quality of 
maternity care by doctors including evidence of some long delays between decision 
and the actual performance of caesarean sections. 
 
Following a critical discussion of the principles, requirements, factors affecting 
referral as well as the roleplayers in inter-level health service referral of women in 
labour, a presentation of guidelines developed for inter-level health service referral of 
women in labour now follows. 
 
7.4 GUIDELINES FOR INTER-LEVEL HEALTH SERVICE REFERRAL OF 
WOMEN IN LABOUR 
 
In the preceding section, conclusions drawn from the interview findings, written 
responses from midwife participants as well as findings from the review of maternity 
client care records are discussed.  This section presents the guidelines developed for 
inter-level health service referral of women in labour. 
 
Clinical guidelines are intended to improve the quality of patient care and are being 
used in many countries including South Africa (Burgers, et al and the Appraisal of 
Guidelines Research and Evaluation Collaborative Group; Department of Health, 
2002a). 
 
7.4.1 Clinical guidelines: the concept 
 
Before embarking on the process of guideline development, it is imperative that a 
common understanding of the concept ‘guidelines’ should be established.  Guidelines 
are defined as systematically developed statements assisting health care providers 
and women in deciding about appropriate health care for specific circumstances 
(Todd, Biskupiak, Weingarten, 1998:1; Rosenfeld and Shiffman, 2006:1).  In addition 
to being systematic, Rosenfeld and Shiffman (2006:1) add that guidelines should be 
transparent, based on the best available evidence, and efficient.  Todd, et al (1998:1) 
are of the opinion that guidelines assist health care providers in various ways, 
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namely: to consult with appropriate recognised clinical experts; be informed of the 
latest clinical research findings and to enable them to assess the significance of 
clinical research findings (Todd, et al, 1998:1). 
 
The lack of a unified approach and method of guideline development may adversely 
affect the suitability of the guideline to positively influence health care (Burgers, et al 
and The Appraisal of Guidelines Research and Evaluation Collaborative Group: 
2006; Rosenfeld and Shiffman, 2006:1).  Poor suitability of guidelines is ascribable to 
difficulty in translating recommendations into actions or in measuring the quality of 
care (Rosenfeld and Shiffman, 2006:1). 
 
Clinical practical guidelines can serve as an educational tool for health care providers 
as they inform practitioners on the specific course of action for a specific condition.  
In the same context, guidelines are intended to supplement and not limit or restrict 
the clinical judgment of health care providers (Todd, et al, 1998:5). 
 
7.4.2 The need for clinical practice guidelines 
 
Various authors such as Todd, et al (1998:5); The Appraisal of Guidelines Research 
and Evaluation Collaborative Group:2006 and Rosenfeld and Shiffman (2006:S1) 
justify the need for clinical practice guidelines proposing, amongst other things, that 
guidelines: 
• provide a description of appropriate evidence-based care; 
• provide a uniform approach to patient care; 
• ensure a uniform basis for patient referral; 
• promote efficient use of human and material resources; 
• enhance quality control in health care; and 
• identify areas for further research. 
Besides being used as clinical practice guides, guidelines can be used as a tool to 
resolve conflict as well as establish a chain of command (Angelini and Mahlmeister, 
2005:476).  Alfirevic, Edwards and Platt (2004:28) contend that the availability of 
intrapartum clinical guidelines has a significant impact on the type of care as well as 
the outcome of pregnancy in low risk women.  Alfirevic, at al (2004:28) argue that the 
availability of clinical guidelines urges maternity care providers to play a more active 
role in providing care.  These authors are of the opinion that more emphasis should 
be placed on assessing the quality of routine intrapartum care rather than 
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concentrating on rarely occurring serious clinical events affecting only a few people. 
 
This approach endorses the philosophy of the researcher of pregnancy being a 
normal physiological event.  Therefore the primary maternity care providers should 
be empowered to provide quality care, aimed at maintaining as many as possible, if 
not all, labours to remain normal physiological events.  This should have a positive 
impact on the outcome of pregnancy in low risk women, signifying that fewer women 
in labour will have to be referred to a higher level of care.  As indicated earlier, 
although most pregnancies have a positive outcome, a percentage of pregnancies 
will become complicated (Department of Health, 2002a:12).  Once again, the quality 
of care provided will enable midwives and doctors to promptly diagnose and 
appropriately intervene when complications occur during labour.  Similarly, midwives 
and doctors at the referral hospital should be empowered to provide continued quality 
care to those women who underwent inter-level health service referral aimed at 
improving best possible maternal and neonatal outcomes of labour. 
 
7.4.3 Concerns about guidelines for clinical practice 
 
While developing the clinical practice guidelines for inter-level health service referral 
of women in labour, the researcher remained mindful of the concerns regarding 
clinical guidelines, expressed by Todd, et al (1998:5).  These concerns stem from the 
factors discussed under the section relating to the need for clinical guidelines.  
Concerns about possible implications of clinical practice guidelines identified by 
Todd, et al are as follows: 
• reduced quality if guidelines are not well supported by scientific evidence and 
clinical reasoning; 
• poor or absent quality data on which to base recommendations; 
• narrowed specificity resulting in inappropriateness to more general settings; 
• setting a lower standard of care by defining minimum standards rather than 
promoting the best possible standards; 
• stifling innovation by health care providers; and 
• health care providers failing to “buy-in”, especially if they did not give input in 
the development of the guidelines 
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7.4.4 Developing provisional guidelines for clinical practice 
 
The use of clinical practice guidelines is endorsed, considering the fact that they 
contribute to a reduction of inappropriate practice variations, as well as promoting the 
delivery of high quality evidence-based maternity care (Thomas, 1999:38).  This 
author (1999:38) proposes a four-step process for guideline development and these 
steps are now discussed briefly. 
 
As noted earlier, guidelines have to be based on the best available research 
evidence (Thomas, 1999:38).  This requires that an extensive literature review be 
done about the appropriateness and effectiveness of guidelines to different settings.  
With the research evidence, guideline construction takes place.  This is usually done 
in small groups that are representative of the larger community.  The provisionally 
constructed guidelines are then tested for clarity, internal consistency, and 
acceptability.  During testing the guidelines are sent for peer review to other 
professionals who were not involved with the guideline development.  Actual testing 
of the guidelines can take place in selected health care settings to ensure feasibility 
for use in every day practice.  The final step in this process is that guidelines should 
be reviewed after a predetermined timeframe and modified with due consideration of 
the latest developments in the clinical field (Thomas, 1999:38). 
 
The guidelines under discussion formed part of this thesis.  For this reason the 
researcher, and not a group of clinicians, developed provisional guidelines for clinical 
practice based on the major findings of the research, as well as the review of related 
literature.  Refinements of the guidelines were made based on related literature as 
well as consultations with the research promoter and co-promoters. 
 
As suggested by Todd, et al (1998:5) and Thomas (1999:38), the researcher intends 
to put these guidelines through testing in specified maternity clinical settings at a later 
stage.  During the testing phase, the guidelines will be tested for clarity, internal 
consistency, and acceptability.  Testing guidelines intended for clinical practice 
through processes such as peer evaluation and review will enhance acceptability of 
such guidelines by the practitioners for whom they are intended. 
 
Thomas (1999:38) suggests that guidelines should meet most, if not all of the 
following 11 criteria. 
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The validity of guidelines deals with the fact that the predicted health gains and cost 
saving must be evidenced.  This will be measured against the rigour and consistency 
of available evidence during guideline development. 
 
Cost effectiveness of guidelines implies that these should not only consider the 
benefits for health practice, but also the cost of resource use that is not accompanied 
by correspondingly improved patient care outcomes. 
 
Reproducibility of guidelines means that another guideline development group 
would produce similar recommendations if given the same evidence. 
 
Reliability of guidelines means that another professional group in a similar clinical 
setting would apply the recommendations in a similar manner.  Reproducibility and 
reliability of guidelines are therefore closely linked and much more likely to occur if 
guideline development took place in a systematic and rigorous manner (Thomas, 
1999:38). 
 
A group that is representative of all the key role players inclusive of women should 
do guideline development. 
 
To demonstrate clinical applicability of guidelines, the target population should be 
in line with scientific evidence. 
 
Guidelines should be flexible, evidenced by identified exceptions, for example 
accommodating patient preferences. 
 
Clear guidelines use precise, user-friendly definitions and formats. 
 
Keep accurate records of the entire guideline development process.  This includes 
a record of participants (as applicable), methods used, underlying assumptions, and 
linking recommendations to available evidence. 
 
Review and modify guidelines periodically, incorporating new evidence (Thomas, 
1999:38). 
 
From the research findings certain factors influencing inter-level health service 
referral of women in labour were identified, namely management related issues, 
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aspects related to referral of women in labour and transportation of women in labour.  
These main sections as well as their sub-sections were used to formulate the 
guidelines.  A summary of the main aspects on which guidelines were developed, is 
presented in Annexure O. 
 
Box 7.5 provides a summary of proposed guidelines on inter-level health service 
referral of women in labour for use by midwives.  These guidelines were developed 
using the qualitative as well as quantitative findings generated from the research.  
From these findings, four main groupings of guidelines were identified, namely those 
pertaining to managerial support, responsibilities of role players, referral of women 
and transportation in inter-level health service referral of women in labour.  The 
guidelines are structured according to the: 
• outcome and rationale for each guideline 
• actions and processes that are essential in inter-level health service referral 
• different role players responsible for effecting each guideline 
Justifying the need for clinical guidelines and the construction thereof were discussed 
in Chapter 4. 
 
7.5 PROVISIONAL GUIDELINES FOR INTER-LEVEL HEALTH SERVICE 
REFERRAL OF WOMEN IN LABOUR 
 
Having observed the process of guideline development as discussed in Chapter 4, 
provisional guidelines as discussed in this section, were generated.  A summary of 
the provisional guidelines for inter-level health service referral is presented in box 
7.5. 
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Box 7.5: Summary of guidelines for inter-level health service referral of women in 
labour 
Managerial support 
GUIDELINE 1: Human and material resources provided at MOUs 
GUIDELINE 2: Protocols to guide midwives at MOUs on assessment, care and referral of 
women 
GUIDELINE 3: Unified referral record 
GUIDELINE 4: Continuous education for midwives 
Responsibilities of role players involved in inter-level health service referral 
of women in labour 
GUIDELINE 5: Responsibilities of midwives in assessment, care and referral of women at 
MOUs 
GUIDELINE 6: Responsibilities of transport personnel 
GUIDELINE 7: Responsibilities of health care providers at the maternity referral hospital 
Referral of women in labour  
GUIDELINE 8: Criteria for the referral of women in labour 
GUIDELINE 9: Communication structures 
GUIDELINE 10: Process of referral  
GUIDELINE 11: Establishing referral routes 
Transportation of women in labour 
GUIDELINE 12: Appropriate staff complement 
GUIDELINE 13: Appropriate material resources in patient transport vehicles 
GUIDELINE 14: Ambulance reaction time should be within acceptable time limits 
 
7.5.1 Managerial support 
 
The section of the guidelines headed managerial support, will address four guidelines 
as indicated hereafter. 
 
7.5.1.1 GUIDELINE 1: HUMAN AND MATERIAL RESOURCES PROVIDED AT 
MOUs 
 
Outcome 
A well-equipped work environment would enable midwives at MOUs to maximise 
their potential in delivering good quality maternity services especially when inter-
level health service referral of women in labour is indicated (Oulton, 2006:11). 
 
Rationale 
Staff shortages, reported mostly related to staff attrition rates, account for 29% of 
administrative modifiable factors of all infant deaths (Patrick and Stephen, 2005:23).  
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MOUs should be adequately resourced in terms of both human as well as material 
resources, to enable midwives to render a high standard of care to the consumers 
(Farrell and Pattinson, 2005:8; Moodley, 2006:10).  This will enable midwives to give 
the best possible care to women in labour prior to referring these women to the 
referral hospital when such need is identified.  Lugina, et al (2002:12) warn that 
midwifery practice becomes increasingly challenged with inadequate resources and 
shortage of staff.  Staff shortages have been linked with the occurrence of perinatal 
deaths while at the same time having been identified as an avoidable cause of death 
(Farrell and Pattinson, 2005:8; Moodley, 2006:10).  South Africa is no exception to 
the rest of the world when it comes to shortages of professional staff (Green, 
2006:13).  Oulton (2006:11) contends that safe staffing primarily is about ensuring 
safe patient care.  Oulton (2006:11) notes that safe staffing levels are essential for 
safe care and satisfying careers.  It is suggested that the skill mix of midwives in 
terms of additional qualifications and years of experience in midwifery practices 
should be an enabling factor for midwives to be able to deal most effectively with life 
threatening midwifery emergencies. 
 
Actions 
• Determine midwifery staffing norms.  The norm proposed by Reeder, et al 
(1997:7) could serve as a guideline to determine staffing norms for labour.  The 
Reeder, et al (1997:7) norm proposes the following midwife:patient ratios. 
o women in labour     1:2 
o women in 2nd
o women with complications in labour  1:1 
 stage of labour   1:1 
o postpartum women without complications 1:6 
• At least one advanced midwife should be on duty or contactable and available 
24 hours per day at all MOUs (Farrel and Pattinson, 2005:8). 
• Compulsory orientation of all new staff at MOUs on labour progress, fetal and 
maternal monitoring. 
• Compulsory orientation of maternity care providers on all practice changes 
inclusive of changing policies such as health care initiated on the management 
of common obstetric complications. 
• Compulsory annual updating of all permanently employed maternity care 
providers in the use of the Guidelines. 
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Responsible person(s) or institutes 
District health care management 
Unit supervisors 
Midwives at MOUs 
 
7.5.1.2 GUIDELINE 2: PROTOCOLS TO GUIDE MIDWIVES AT MOUs ON 
ASSESSMENT, MATERNITY CARE, AND REFERRAL 
 
Outcome 
Setting-specific guidelines and protocols will enhance a unified approach to 
management of midwifery emergencies.  All midwives working in MOUs will be 
familiar with protocols that can be utilized to assess patients, ensure high quality 
maternity care and guide a decision to refer a patient. 
 
Rationale 
A specific protocol for referral will fortify team spirit as every midwife will know exactly 
what to do in the event of any given midwifery emergency especially when the need 
for intrapartum inter-level health service referral is identified.  Depending on the 
geographical location of the MOUs as well as the functionality of the MOU as a 
subsystem of the referral hospital, midwives at MOUs may be isolated in terms of the 
latest protocols and guidelines for practice (Moodley, 2006:15).  Patrick and Stephen 
(2005:23) affirm that nurse midwives play a pivotal role in health care delivery in this 
case sick children.  In the absence of setting-specific guidelines on assessment and 
diagnosis of problems, midwives may fail to recognise the seriousness of problems at 
hand and resultantly fail to refer a woman in need of more specialised care (de Kock 
and van der Walt in de Kock and van der Walt, 2004:3-3).  De Kock and van der Walt 
(in
Actions 
 de Kock and van der Walt, 2004:3-3) further comment on the challenges of some 
midwives in rural and even in peri-urban settings, such as having no means of 
communication or no means of transporting women to the higher level of care when 
the need for referral has been identified. 
 
• Develop setting-specific protocols (Moodley, 2006:16). 
• Setting-specific protocols for assessment and continued care of women in 
labour at MOUs are available and displayed. 
• Involve the MOU midwives in the development of such guidelines and protocols 
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to enhance ownership and compliance with the same. 
• Ensure that midwives are familiar with the functioning and implementation of 
such protocols through regular in-service education sessions (Department of 
Health, 2006:310). 
 
Responsible person(s) or institutes 
District health care management, more especially the Maternal and Child Health 
Coordinator (or designated person) 
MOU supervisors 
Midwives at MOUs 
 
7.5.1.3 GUIDELINE 3: UNIFIED RECORD SYSTEM 
 
Outcome 
All maternity care providers use the same records for any given patient, ensuring that 
these records reflect the uniqueness of each patient.  Maternity care is audited using 
the same criteria enhancing validity and reliability of findings. 
 
Rationale 
A unified record system will facilitate continuity of care because all maternity care 
providers involved with any one specific patient will be familiar with the records and 
informed about the same patient data (Troskie in
 
 Booyens, 2001:346).  Unifying 
records is regarded as a management function.  Provisioning of equipment inclusive 
of determining record systems is a function of health service management 
(Department of Health, 2002a:6).  The correct use of the partograph, one example of 
the unified record system, was supposed to have been implemented at all institutions 
conducting births by December 2004 (Department of Health, 2006a: 316). 
Actions 
• All maternity care providers should use the national maternity case record 
(MCR) at all facilities where deliveries take place including the client hand-held 
antenatal record (Department of Health, 2006a: 316). 
• MOU supervisors should ensure in-service education of all new maternity care 
providers in the use of the maternity case record during their orientation period 
to the unit (Fawcus in
• Teaching learning strategies should be identified to ensure familiarity with the 
 Pattinson and Farrel, 2005:89). 
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use of MCRs among maternity care providers. 
• Evaluation of knowledge levels of staff on correct utilization of maternity care 
records using strategies such as ‘paper cases’ should be done regularly. 
• The perinatal and maternal mortality and morbidity team should conduct 
monthly audits on MCRs of all perinatal and maternal deaths. 
• The perinatal and maternal mortality and morbidity team should conduct audits 
on at least a 20% random sample of MCRs at all MOUs, as well as at the 
referral hospital. 
• Display the audit results at all MOUs as well as all units in the maternity 
department on a quarterly basis. 
 
Responsible person(s) or institutes 
District health care management 
MOU supervisors 
Midwives at MOUs 
Midwives and doctors at referral hospital 
Nursing Education Institutions in the health district 
 
7.5.1.4 GUIDELINE 4: CONTINUOUS EDUCATION FOR MIDWIVES 
 
Outcome 
Empower maternity care providers with knowledge and skills related to evidence-
based practice (Maconald and van der Walt in
 
 Saving Babies, 2003:36). 
Rationale 
Midwives should maintain competence in assessment and managing midwifery 
emergencies to ensure that maternal and perinatal morbidity and mortality associated 
with inter-level health service referral is prevented as far as possible. 
 
Actions 
• Ensure the availability of continuous education opportunities for further 
development as needed eliminating the need to take away any staff member 
form the work place, in the form of: 
o short courses such as PEP courses offered on a distance education basis; 
o courses in counselling for prevention of mother to child transmission of 
HIV/AIDS; and 
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• Formal post-basic and postgraduate courses including advanced midwifery and 
neonatal nursing science offered on contact as well as on a distance education 
basis. 
• Ensure that advanced midwives maintain their skills in less frequently 
performed procedures such as assisted deliveries (Maconald and van der Walt 
in
• Outreach programmes conducted by the referral hospital team of midwives and 
doctors to enhance team spirit. 
 Saving Babies, 2003:36). 
• Educational initiatives should be available, accessible, and convenient to all 
midwives in the area. 
 
Responsible person(s) or institutes 
District health care management 
MOU supervisors 
Midwives at MOUs 
Nursing Education Institutions in the health district 
Doctors from the maternity referral hospital 
 
7.5.2 Responsibilities of role players involved in inter-level health service 
referral of women in labour 
 
The group of guidelines dealing with the responsibilities of role players involved in the 
inter-level health service referral of women in labour covers three guidelines, namely 
midwives at MOU, transport personnel and health care providers at the maternity 
referral hospital. 
 
7.5.2.1 GUIDELINE 5: RESPONSIBILITIES OF MIDWIVES IN ASSESSMENT, 
CARE, AND REFERRAL OF WOMEN AT MOUs 
 
Outcome 
Midwives at MOUs make prompt diagnoses and implement appropriate treatment of 
complications during labour thereby facilitating continued high quality maternity care.  
This in turn will improve the chances for most optimal maternal and neonatal 
outcomes of labour. 
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Rationale 
Midwives at MOUs are fundamental role players in inter-level health service referral 
of women in labour.  They are the people responsible for early identification and 
implementation of appropriate treatment prior to inter-level health service referral of 
women in labour.  The MOU midwives should therefore be skilled and knowledgeable 
in accurate assessment, prompt diagnosis, and effective management of women in 
labour especially women who need inter-level health service referral to a higher level 
of care (Macdonald and van der Walt in
 
 Saving Babies, 2003:36).  This includes 
bearing in mind that the maternal and fetal units should be treated as a complete 
whole and not as separate entities. 
Actions 
• Midwives at the MOUs should regularly assess women in labour as set out in 
the Guidelines (Deparment of Health, 2007:14). 
• Midwives at the MOUs should make timely identification of the need for referral 
whether fetal or maternal in origin or even a combination of both; 
• Midwives at the MOUs should initiate the most effective management of the 
maternal fetal unit until handing her over to the ambulance services personnel 
who will transport the woman to the referral hospital; 
• Midwives at the MOUs should commence communication of the need for 
referral with the designated doctor or senior midwife at the referral hospital; 
• Midwives at the MOUs should set up communication of the need for referral 
with the ambulance services department to arrange for safe and speedy 
transporting of the woman between the MOU and the referral hospital; 
• Midwives at the MOUs should communicate the need for referral with the 
woman and her family or significant other; 
• Midwives at the MOUs should ensure continued high quality maternity care until 
the patient leaves the MOU for referral to the referral hospital (Macdonald and 
van der Walt in
• Midwives at the MOUs should initiate feedback communication to determine the 
labour outcome of women referred to the referral hospital. 
 Saving Babies, 2003:36); and 
 
Responsible person(s) 
District health care management more especially the Maternal and Child Health 
Coordinator (or designated person) 
MOU supervisors 
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Midwives at MOUs 
Doctors and midwives from the maternity referral hospital 
 
7.5.2.2 GUIDELINE 6: RESPONSIBILITIES OF TRANSPORT PERSONNEL 
 
Outcome 
Competent and knowledgeable ambulance services personnel will respond promptly 
to call-out and care for women during transfer to the referral hospital. 
 
Rationale 
Emergency transport personnel should be familiar with the management of maternity 
emergencies, inclusive of maternal and neonatal resuscitation.  Poor transport 
facilities and lack of adequately trained transport personnel for inter-level health 
service referral of parturient women have been identified as a major modifiable factor 
responsible for maternal deaths (Pattinson and Moodley, 2005:Overview).  Although 
the MOU midwives will not take responsibility for the actions of transport personnel, 
the midwives must make sure that the woman who is referred is handed over to 
competent transport personnel.  These midwives should therefore ensure that they: 
 
Actions 
• Keep a record of the exact date and time of all calls from the MOUs requesting 
transport to the referral hospital. 
• Ensure the earliest possible, safe and adequately resourced transport for 
women in labour from MOUs to the referral hospital (Stuart, 2007:296). 
• Be knowledgeable of emergency maternity obstetric care. 
 
Responsible person(s) 
District health care management more especially the Maternal and Child Health 
Coordinator (or designated person) 
Ambulance services personnel and where indicated 
Midwives at MOUs. 
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7.5.2.3 GUIDELINE 7: RESPONSIBILITIES OF HEALTH CARE PROVIDERS AT 
THE MATERNITY REFERRAL HOSPITAL 
 
Outcome 
Live and healthy mothers and infants through continued high quality maternity care. 
 
Rationale 
From the time that women arrive at the referral hospital, midwives and doctors are 
the core maternity care providers and as such should be equipped to deal with 
women who develop complications during labour.  Pattinson and Moodley (2006a: 
Foreword) assert that the knowledge and skill of maternity care providers should be 
improved.  The application of expert knowledge and skills will contribute to the 
prevention and appropriate management of obstetric complications thereby reducing 
the mortality and morbidity.  The outcome for guideline 7 is achievable through the 
actions listed below. 
 
Actions 
• An advanced midwife or designated doctor should be available at all times for 
consultation with midwives from MOUs regarding complications during labour. 
• A designated senior midwife or doctor receives the call from the referring 
midwife and prepares to receive the patient from the MOU. 
• Review the accompanying MCRs to familiarize yourself with the patient at hand. 
• Assess the patient to determine the need for and prioritize emergency 
interventions. 
• Ensure that the patient is assessed by the doctor on call within 20 minutes from 
arrival or sooner. 
• Provide continued high quality emergency care until safe delivery. 
• Provide continued good quality maternity care to women undergoing inter-level 
health service referral during labour. 
• Identify and rectify possible shortcomings in care such as delayed assessment 
and appropriate interventions associated with incorrect use of the partograph. 
• Provide feedback to the referring midwives on the maternal and neonatal 
outcomes of labour within one week after referral. 
 
Responsible person(s) or institutes 
District health care management 
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Midwives and doctors at the referral hospital 
 
7.5.3 Referral of women in labour 
The group of guidelines dealing with referral of women in labour addresses four 
guidelines namely criteria for referral, communication structures, process of referral 
and referral routes. 
 
7.5.3.1 GUIDELINE 8: CRITERIA FOR THE REFERRAL OF WOMEN IN LABOUR 
 
Outcome 
Maternity care providers, including midwives at MOUs, who are informed about 
predetermined referral criteria, will provide women in labour with high quality 
maternity care during inter-level health service referral, thereby improving the 
maternal and neonatal outcome of labour (Department of Health, 2006a:310). 
 
Rationale 
Clear unambiguous criteria for referral between different levels of maternity care 
provision will facilitate effective patient care.  The Department of Health already in 
2002 recommended that referral criteria as well as referral routes were to be 
displayed in at least 80% of maternity care centres by December 2004.  According to 
the 2004-2006 Saving Mothers report (Department of Health, 2006a:310), very few 
maternity care centres in the country have met this recommendation. 
 
Actions 
• When a woman or her fetus experience a problem, the midwife consults the 
Guidelines for Maternity Care to determine the actions that the midwife has to 
take. 
• If unsure whether referral is necessary, consult a colleague. 
• Make a decision to refer. 
• Initiate referral procedure: 
o Consult with a doctor or an appropriate senior or advanced midwife at the 
referral hospital. 
o Arrange with referral hospital to receive the patient. 
o Call an ambulance providing all relevant patient information to assist them 
in dispatching the appropriately qualified ambulance personnel and proper 
vehicle. 
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o Inform the patient and the family of the need and decision to refer the 
patient. 
o Ensure that MCR is updated and complete. 
o Ensure continued quality care until the patient is transferred. 
• Maternity care providers, especially those at lower level maternity care facilities 
where expert opinions may not be freely available, must all be familiar with the 
criteria for referral. 
• Compulsory education of new maternity care providers in the use of the 
Guidelines. 
 
Responsible person(s) or institutes 
District health care management more especially the Maternal and Child Health 
Coordinator (or designated person) 
MOU supervisors 
Midwives at MOUs 
Ambulance services personnel 
Doctors and midwives at the referral hospital. 
 
7.5.3.2  GUIDELINE 9: COMMUNICATION STRUCTURES 
 
Outcome 
Good teamwork related to effective communication during inter-level health service 
referral of women in labour (Modjaji in
 
 de Kock and van der Walt;2004:13-3). 
Rationale 
Effective communication during inter-level health service referral between the woman 
having to undergo inter-level health service referral, maternity care providers 
inclusive of midwives at MOUs, transport personnel as well as midwives and doctors 
at the referral hospital, fosters teamwork and enforces continuity of care.  In the 
WHO Health for All model used as a paradigmatic perspective for this study, the 
childbearing woman forms part of the focus of the model (Bryar, 1995:81). 
 
Actions 
• Use simple communication strategies enabling patients to participate in 
discussions and decisions about own care. 
• Ensure accurate translation of medical terminology when interpreters are used. 
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• Ensure that midwives at the MOUs have direct contact with the personnel at the 
ambulance department and the referral hospital. 
• Use the most effective electronic and technologic form of communication such 
as fixed-line telephones, mobile telephones, unified simplified computer system 
or two-way radios. 
• The use of computers as a means of communication has proven successful in 
other provinces in the country. 
• Ensure that staff are trained in the use of computers as a means of 
communication between different levels of care inclusive of communication with 
the ambulance services department. 
• Ensure only authorised access to patient information by using staff access 
computer codes thereby strengthening the patient’s right to privacy and 
confidentiality. 
• Display the contact telephone number(s) or alternative means of contacting the 
ambulance services department in distinct positions and/or colours such as 
next on the handset of the telephone 
 
Responsible person(s) or institutes 
District health care management 
MOU supervisors 
Midwives at MOUs 
Ambulance services personnel 
Doctors and midwives at the referral hospital 
 
7.5.3.3 GUIDELINE 10: PROCESS OF REFERRAL IN LABOUR 
 
Outcome 
Timely referral of women in labour to higher levels of care will ensure early and 
appropriate interventions improving maternal and neonatal outcomes of labour 
(NCCEMD, 2006:10). 
 
Rationale 
The process for the referral of women in labour from lower to higher levels of care 
should be well structured and clearly understood by all role players involved in 
referral, ensuring the most effective maternal and neonatal outcome of labour. 
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Actions 
• All maternity care providers must adhere to the stipulated referral process. 
• Improve the referral time by being ensuring that all role players in inter-level 
health service referral of women inlabour are informed of the referral process. 
• MCRs should accompany women during inter-level health service referral. 
• Complete the referral format (Annexure N) in duplicate.  The original copy to 
remain in the MCR and the duplicate copy to remain at the referring MOU. 
• All maternity care providers must adhere to the stipulated referral format 
(Annexure N). 
• Consult the figure 7.1 depicting the steps in the referral process to determine 
the systematic procedure for referral of women in labour. 
• Display the referral process, stipulated in figure 7.1, in all MOUs. 
 
Responsible person(s) or institutes 
District health care management 
MOU supervisors 
Midwives at MOU level 
Ambulance services personnel 
Midwives and doctors at the referral hospital 
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Figure 7.1: Referral process in the research area 
 
7.5.3.4 GUIDELINE 11: ESTABLISHING FUNCTIONAL REFERRAL ROUTES 
 
Outcome 
Display setting-specific diagrams depicting functional referral routes in every 
maternity care facility as well as the ambulance departments indicating functional 
referral routes (NCCEMD, 2006:10). 
 
Rationale 
Clear diagrammatic display or flow charts of referral routes will facilitate the process 
of intrapartum referral, enhancing the opportunities for women in labour to be cared 
for at the appropriate maternity care facility.  The NCCEMD (2006:10) identified the 
establishment of criteria for referral and referral routes as a recommendation for 
preventing maternal deaths. 
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Actions 
• Conduct annual consultative workshops with relevant role players in inter-level 
health service referral to explore and confirm the most appropriate referral route 
for each MOU. 
• State referral routes and systems in a clear and unambiguous manner. 
• Incorporate the effective implementation of stipulated referral routes as one of 
the key performance areas of maternity and midwifery services managers. 
• Conduct regular information sessions to clarify referral routes and referral 
criteria for all role players involved in inter-level health service referral of women 
in labour. 
 
Responsible person(s) or institutes 
District health care management 
MOU supervisors 
Midwives at MOU level 
Ambulance services manager 
Midwifery services manager and doctor in charge at the referral hospital 
 
7.5.4 Transportation of women in labour 
 
Three guidelines pertaining to transportation of women in labour were developed, 
namely appropriate staff complement, appropriate material resources and ambulance 
reaction time. 
 
7.5.4.1 GUIDELINE 12: APPROPRIATE STAFF COMPLEMENT 
 
Outcome 
Continued high standards of emergency maternity care en route to the referral 
hospital contribute to improved maternal and neonatal outcomes of labour thereby 
reducing morbidity and mortality (NCCEMD, 2006:10). 
 
Rationale 
Transport personnel form a unique ‘bridge’ in providing care for the woman in labour 
from the time she leaves the MOU until arrival at the referral hospital.  Although 
midwives involved in inter-level health service referral of women in labour do not play 
a direct role in the numbers of transportation staff, midwives cannot desert the 
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woman undergoing referral once she has been handed over to the transportation 
team.  For this reason midwives must explore options of impacting on the staffing of 
transportation personnel. 
 
Actions 
• Educate emergency transport personnel in the management of midwifery 
emergencies to ensure improved maternal and neonatal outcomes of labour. 
• In terms of the NCCEMD (2006:10) recommendations that emergency transport 
facilities must be available for all parturient women when complications occur, 
explore all avenues to have such transportation available at all times. 
• Identify the designated ambulance officer who will be responsible for direct 
patient care en route to the referral hospital. 
• Ensure availability of a midwife to accompany a patient during referral if the 
need arises. 
 
Responsible person (s) or institutes 
Department of Health 
District health care management 
Ambulance services manager 
Ambulance services personnel 
 
7.5.4.2 GUIDELINE 13: APPROPRIATE MATERIAL RESOURCES IN PATIENT 
TRANSPORT VEHICLES 
 
Outcome 
The availability of appropriate material resources in the patient transportation vehicle 
ensures that the enabling processes are in place to maximise the maternal and fetal 
neonatal outcome of labour. 
 
Rationale 
Adequate material resources in all patient transportation vehicles enhance continued 
high standards of care. 
 
Actions 
• Standardise material resources for maternity patient transportation. 
• Display a list of equipment in the transport vehicle. 
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• Daily, check equipment for completeness and functionality and at shift changes. 
• Incorporate the equipment and resource provisioning of maternity transport 
facilities into the key performance areas of ambulance services managers and 
their personnel (Bruiners, 2007:Personal consultation). 
 
Responsible person(s) or institutes 
Department of Health 
District health care management 
Ambulance services manager 
Ambulance services personnel 
 
7.5.4.3 GUIDELINE 14: AMBULANCE REACTION TIME SHOULD BE WITHIN 
ACCEPTABLE TIME LIMITS 
 
Outcome 
After transport has been arranged, the ambulance will arrive within an acceptable 
period and deliver the patient safely and promptly at the referral hospital (Bruiners, 
2007:Personal consultation). 
 
Rationale 
Inter-level health service referral of women in labour may include life-threatening 
situations often affecting both mother and infant.  The quicker the ambulance 
reaction time, the sooner the appropriate maternity care interventions can be 
implemented for women referred from MOUs to higher levels of care during labour.  
Reaction time of safe and adequately equipped patient transport from call-out time to 
arrival at the MOU is therefore of paramount importance to ensure continued high 
quality maternity care.  Continued high quality maternity care will improve the 
maternal and neonatal outcomes of labour. 
 
Actions 
• Determine acceptable call to arrival time limits for each MOU. 
• Provide a specially designated and reliable ambulance for maternity cases. 
• This ambulance should be stationed in a central location to facilitate the 
quickest possible and safest response time after call out. 
• Implement a maternity triage system to prioritise women who need to be 
referred and transported by designated maternity ambulance.  The NCCEMD 
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recommends that obstetric emergencies be made highest priority (code red). 
• Based on the triage, an assessment can be made to involve the community or 
to use ordinary official vehicles where indicated. 
• Call the ambulance department and book transport for the patient’s referral to 
the referral hospital. 
• Endorse the recommendation that an ambulance arrives within the prescribed 
arrival time, namely 30 minutes in urban areas (Bruiners, 2007:Personal 
consultation). 
• Endorse the recommendation that 50% of ambulances should arrive on site 
within one hour from call time inclusive of peri-urban and rural areas. 
 
Responsible person(s) or institutes 
Department of Health 
District health care management 
Midwives at MOU level  
Ambulance services manager 
Ambulance services personnel 
Midwifery services manager and doctor in charge at the referral hospital 
Community partners 
 
In concluding the discussion on guidelines for inter-level health service referral, table 
7.1 presents a summary of the major research findings and recommendations, and 
the numbers for the guidelines from the preceding text are given. 
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Table 7.1: Research findings, recommendations, and guidelines 
MAJOR RESEARCH FINDINGS RECOMMENDATIONS GUIDELINE 
1. Indication for referral 
• Midwives refer appropriately 
according to Guidelines 
• Sometimes delay in referral 
 
Monthly feedback communication to 
commend maternity care providers with 
numbers of appropriate referrals 
4, 8, 9 
2. Human resources 
• Delay in commencing treatment 
despite being informed about 
patient’s diagnosis  
• Communication impeded: 
o MOU ↔ Referral hospital 
o MOU  Patient transport 
arrangements 
 
Establish cause(s) of delayed treatment 
Insufficient staff: meet norms for staffing 
Communication: improve communication 
between all role palyers 
Lack of skills and knowledge: education on 
early recognition of signs of abnormalities 
and need for prompt referral enforced 
 
1, 2, 4, 9, 12, 
13, 14 
 
 
 
3. Material resources 
• Inadequate supplies and 
equipment 
 
Conduct a stringent inventory of available 
resources and supplies. 
Refurbish MOUs to make them look 
attractive and homely 
 
1, 3, 14 
4. Patient transportation 
• Long waiting times 
• Inappropriately resourced 
transport vehicles 
 
 
Reserve a designated maternity obstetric 
ambulance 
Follow DoH norms of 30 minute call-to-
arrival time in urban areas 
Equip maternity ambulances with 
adequately educated ambulance services 
personnel as well as material resources 
 
6, 13, 14 
5. Guidelines for maternity care in 
South Africa 
• Not always accessible 
• Staff may not be familiar with the 
use of protocols 
 
 
Make guidelines available at all maternity 
care facilities 
Present regular refresher courses on the 
use of the guidelines for maternity care 
 
1, 2 
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6. Teamwork 
• Midwives at MOUs experience 
negative attitudes from colleagues 
at the referral hospital 
• Midwives at the referral hospital 
disregard proficiency of colleagues 
at MOUs 
 
Sensitize staff to each others’ roles 
Three week periods per year of rotating 
one midwife from referral hospital at a time 
with one from MOU 
 
3, 4, 9, 10, 
11, 14 
7. Management support for stand-alone 
MOU staff 
Ensure designated availability of a doctor 
for daily visitation for MOUs  
5, 7 
8. Record keeping 
• Unified record system introduced 
• Possibly insufficient education in the 
use of records 
• Records incompletely filled out 
 
 
Staff education if there is any change in 
record system 
Regular audit of records 
Feedback on audit scores to all maternity 
care providers 
Computerise MCRs 
 
3, 4 
9. In-service education 
Need for in-service education 
 
In-service education of maternity care 
providers at MOUs, ambulance services 
personnel and at the referral hospital 
 
2, 4, 14 
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7.6 LIMITATIONS OF THE STUDY 
 
The following limitations to the study were identified: 
 
The duration of the study was prolonged due to various unforeseen circumstances.  
These include the fact that maternity services in the research area underwent major 
rationalization.  The process of rationalization consisted of changing the referral 
hospital from a referral hospital that had served as such for approximately 50 years.  
What needs special mentioning here is that there was a long run up to the actual 
rationalization of maternity services in the research area where talk about the 
intended rationalization process commenced more than a year before the actual 
event occurred.  The lack of readiness for the change in health care provision was 
therefore surprising because the researcher believes that there was ample time to 
prepare for this process. 
 
As indicated in 4.4.2.3 (b) (i) the retrieval of MCRs for inclusion in the study was a 
major challenge, to the extent that the sample size had to be reduced to less than 
half that anticipated.  This small sample size negatively impacted on the ability to 
generalize the research findings.  On the other hand the researcher believes that 
findings from MCRs not included in the sample might not differ that much from those 
reviewed.  Relating to the inaccessibility of MCRs availability sampling, rather than 
the anticipated random sampling, was conducted. 
 
Due to the limited scope of this research not all possible role players in inter-level 
health service referral of women in labour were included in the study.  The 
researcher realizes that the perceptions and experiences of other role players, 
including maternity care providers at the referral hospital, women in labour and the 
community affected by inter-level health service referral, might have provided more 
insight into this topic in that these inputs could contribute to resolving problems 
relating to the referral process. 
 
The introduction of a new MCR approximately midway through the study could 
possibly be associated with the poor status of the records because some midwives 
were still unfamiliar with the records at the time.  Based on Ingbritt’s response of “… 
these records were just dumped on us and someone wrote in the (unit’s) diary that 
we had to start using these records …” it can be deduced that some midwives did not 
receive any orientation education on the use of the new MCRs.  The truth of the 
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matter is that the midwives were not expected to provide any information with which 
they were unfamiliar.  However logistical issues, such as midwives at MOUs being 
uncomfortable about the fact that they were left without any patient records at the 
MOUs became apparent, since these records had to accompany patients who were 
referred to a higher level of care. 
 
A major limitation is the fact that only records of women who underwent inter-level 
health service referral were included in the study.  Records of women who were 
initially assessed and found to be suited for delivery at the MOU, but delivered at the 
hospital, may provide a database for comparison of, amongst other things, outcomes 
of labour. 
 
Another major factor contributing to delays in the study is the fact that the researcher 
experienced major personal and health crises during the study. 
 
7.7 RECOMMENDATIONS 
 
Based on the research findings recommendations have been designed for midwifery 
clinical practice, education and for research.  Recommendations will also be made 
about patient and community education.  It is recognised that since the onset of this 
study, some of these recommendations may have been partially or fully 
implemented.  The main recommendation is that guidelines for clinical practice must 
be developed on inter-level health service referral for use by midwives. 
 
7.7.1 RECOMMENDATIONS FOR EDUCATION 
 
Recommendations for education will include education for midwives, women, and 
communities.  Sanders, Krawitz, Lewin and Mckee (1998:367), in a study on the 
Zimbabwean referral system, support the idea of education for health care providers 
in peripheral units.  Sanders, et al (1998:367) argue that shortages of resources in 
these units govern patient care.  The similarity between the findings in this study and 
the Zimbabwean study endorses the need for education of health care providers in 
order to equip them to function optimally in the light of the reported shortage of 
resources. 
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7.7.1.1 Education for midwives should be aimed at ensuring adequately 
educated personnel at all MOUs 
 
A recommendation for the education of midwives was made based on the finding that 
some participants indicated the need for more education to enable them to identify 
abnormalities that they cannot manage, and refer patients promptly when necessary 
(see written response 0202 and Jacki’s response). 
 
Midwifery education should be focused on early identification of complications, use of 
appropriate protocols inclusive of protocols for referral, as well as record keeping in 
maternity care (Department of Health: 2002a; Angelini and Mahlmeister, 2005:472).  
Green (2006:15) argues that nurses and midwives are not only the group most likely 
to have contact with health care consumers but they do form the backbone of the 
health system.  Education, and re-education if indicated, is most likely the most cost-
effective and appropriate means of addressing the global nursing and midwifery crisis 
(Green, 2006:15).  In this regard health care management must: 
 
• Ensure that each MOU sets target dates to master all of the identified 
Guidelines (Department of Health, 2002a).  This will ensure that any member of 
the maternity care team in the public health care setting will be able to 
commence and continue care during inter-level health service referral of women 
in labour, following the guideline identified for a particular patient. 
 
• Introduce reflective sessions to deal with something unsettling such as MOU 
midwives experiencing feelings of powerlessness when they have done 
everything for their patients yet something beyond their control interferes with 
continued appropriate care of the patient.  During these sessions unexpected 
and unsettling events can be reflected on in a non-threatening therapeutic 
environment (Stuart, 2007:107).  Reflective sessions could also serve as 
debriefing sessions and should be facilitated by a person with the necessary 
communication skills. 
 
• Discuss all perinatal deaths at perinatal audit meetings in an environment 
where maternity care providers are regarded as equals (Fawcus, 2005:89).  
The perinatal audit meetings will provide an opportunity where interpersonal 
communication can be fostered (Muller, 2001:221).  Midwives from MOUs as 
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well as from the referral hospital must be actively involved in case presentations 
with inputs by doctors from the referral hospital. 
 
• Investigate, through infant record audits, the implementation of appropriate 
neonatal resuscitative measures when indicated such as in infants with one 
minute Apgar scores of below seven out of 10.  Implementation of outreach 
courses for midwives such as the Continuing Perinatal Education, PEP and 
other refresher courses in maternal and neonatal resuscitation is needed 
(Fawcus 2005:90 in Farrel and Pattinson; van Coeverden de Groot (in
 
 Cronjé 
and Gobbler, 2003:680). 
• Encourage and facilitate the involvement of midwives in conferences such as 
the annual midwifery congress and the compilation of the Saving Mothers’ and 
Saving Babies’ reports.  Involvement at this level will not only boost midwives’ 
morale but also ensure that they remain updated in the latest evidence-based 
practice issues (Fawcus, 2005:90). 
 
7.7.1.2 Education for women 
 
Education of women should be aimed at encouraging and facilitating active 
involvement of these women in their own care through empowerment (Moodley, 
2006:889). 
• Midwives and other personnel should directly involve women in labour in their 
own care in as many ways as possible.  Women as health care consumers 
should be informed of their rights as well as their responsibilities.  An example 
of empowerment is the fact that women are informed of their right to question 
when they receive less than acceptable standards of care associated with 
inadequate resources (Jahn and De Brouwere in
 
 De Brouwere and Van 
Lerberghe, 2001:241). 
• Appropriate media for educational purposes should be used, considering 
factors such as literacy levels, as well as the opportunity for women to attend 
education and information sessions.  Appropriate measures should be put in 
place to ensure that education reaches all, especially the most disadvantaged 
groups because these women are at higher risk for complications of pregnancy 
(Jahn and De Brouwere in De Brouwere and Van Lerberghe, 2001:241).  
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Women using public health maternity facilities are likely to be at increased risk 
for obstetric complications associated with poverty and low literacy levels (Jahn 
and De Brouwere in
• Education of women can be effected through strategies including 
 De Brouwere and Van Lerberghe, 2001:241). 
o ‘Road Shows’ on particular maternity issues such as changes in approaches 
to delivery of maternity care 
o Talks on local radio, television and newspapers especially 
o Well advertised ‘Open Days’ at maternity care facilities 
o Ongoing one-to-one education when caring for parturient women 
 
7.7.1.3 Community involvement through empowerment 
 
• As noted earlier, involving the community in health care is one of the 
undertakings entrenched in the WHO Health for All Model (Bryar, 1995:90).  
Sanders, et al (1998:367) suggest that, among other things, community 
involvement can reduce the cost of patient transport for the health care system.  
To be able to maximise community involvement one should have an informed 
community, which is achievable through community empowerment.  Community 
empowerment is aimed at maximising the community members’ personal, 
interpersonal, and collective power.  Kwast (1995:S81) endorses the need for 
community involvement, stating that any such effort should be planned together 
with those for whom the service is targeted. 
 
• Empower the community using existing strengths and assets as resources.  An 
example includes the exploration of Public Private Initiatives.  Public Private 
Initiatives have the potential of reducing or containing cost as well as improving 
the quality of services for the public sector (Dlamini, 2004:15).  In this study 
Public Private Initiatives were used in a limited capacity where private health 
sector ambulances were utilized in emergencies when public health sector 
ambulances were unavailable. 
 
7.7.2 Recommendations for clinical practice 
 
The recommendations for clinical practice consist of ensuring that maternity care 
facilities where deliveries take place, are adequately resourced and properly 
managed.  The fourth standard in the Primary Health Care Package for South Africa 
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(hereafter called the Package) (Department of Health, 2000b:16) stipulates that 
women’s reproductive health should be provided by competent health staff capable 
of delivering the full spectrum of care to these women. 
 
7.7.2.1 Ensure adequate staff/patient ratios 
 
• The researcher suggests that mandatory midwife client (or where applicable 
midwife-patient) ratios should be developed and implemented.  Although in 
another and contextually different situation, Reeder, et al (1997:7) provide 
midwife patient ratios that could be considered as a guideline when determining 
norms for South Africa.  These are: 1:2 for any women in labour, 1:1 for women 
in active labour as well as women in the 2nd
 
 stage of labour.  A 1:1 midwife-
patient ratio is proposed by the Department of Health (2002a:37) for any high 
risk woman.  The Department of Health (2006c:1) acknowledges the fact that a 
human resource development plan for the public health sector must be 
developed as a matter of urgency. 
• At least one advanced midwife must always be on duty at every maternity care 
centre where no doctor is available.  This will ensure 24 hour coverage per day 
of adequately skilled health care providers to perform advanced maternity skills, 
such as infant intubation, when the need arises.  The Department of Health 
(2002a:12) proposes employing at least one advanced midwife per MOU.  Van 
Coeverden de Groot (in
 
7.7.2.2 Support for midwives at Midwife Obstetric Units 
 
 Cronjè and Grobler, 2003:678) supports the need that 
at least one midwife skilled in resuscitation should always be on duty at all 
facilities where deliveries take place. 
• A well-supported staff corps well versed in existing infrastructure where 
personal emotional and psychological issues can be dealt with without the fear 
of such issues being drawn into work-related issues, is needed. In a study on 
midwives’ views of maternity care in England the need for support to work in an 
environment where they can provide equitable care to women as well as 
experience job satisfaction is highlighted (Lavender and Chapple, 2004:324).  
Sanders, et al (1998:367) are in agreement with the support needs for the 
referring units in order to properly fulfil their role in the referral chain which will 
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also enhance rational referral. 
 
• Leaders should command respect by being visible and “hands on” in the clinical 
field, encouraging midwives to practise normal midwifery (Lavender and 
Chapple, 2004:329). 
 
• A community obstetrician should be designated and available for each MOU.  
The person in this capacity should be available for consultations at all times 
(Pattinson, 2006b: electronic consultation). 
 
7.7.2.3 Ensure adequate material resources 
 
Adequate resources and supplies are essential requirements for providing the kind of 
maternity care that the service is intended to deliver (Chapter 1:6).  This includes 
resources needed to facilitate intrapartum referral, especially keeping in mind that 
most fetal and neonatal deaths over 1000 gram in South Africa are caused by 
intrapartum asphyxia (Farrell and Pattinson, 2005:1).  Employees are furthermore 
entitled to work in a fully resourced work environment with sufficient and properly 
functioning equipment and supplies (Jahn and De Brouwere in De Brouwere and Van 
Lerberghe, 2001:241).  Having these resources will contribute to midwives’ ability to 
deliver high quality services.  The Department of Health (2000b:15) in The Package, 
stipulates core norms and standards for women’s reproductive health.  The women’s 
reproductive health section of the Package requires that these services be provided 
in an integrated comprehensive manner, emphasizing the period of parturition 
(Department of Health, 2000b:15).  For this purpose the Package stipulates that 
there should be sufficient equipment and special facilities necessary for deliveries, 
medicine, and supplies. 
 
7.7.2.4 Establish and maintain effective communication structures between 
different maternity care providers and levels of maternity care 
 
Communication is a cornerstone of high standards of maternity care delivery (Jahn 
and De Brouwere in De Brouwere and Van Lerberghe, 2001:241).  Maternity services 
management and maternity care providers should therefore foster and nurture the 
development of effective communication.  The following is needed: 
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• Sensitize staff at different levels of maternity care provision about each others’ 
roles and functions. 
 
• Expose permanent staff members to the different levels of maternity care for 
short intervals on a biannual basis to sensitise midwives to the challenges 
faced by their colleagues at different levels of maternity care provision. 
 
• Hold at least bimonthly meetings involving different categories of maternity care 
providers from different levels of health care provision to discuss issues of 
common concern.  Such meetings may be scheduled to coincide with quarterly 
maternal and perinatal mortality meetings as a time saving measure. 
 
• The ambulance services department as well as appropriate health care 
personnel at the referral hospital should be readily contactable by midwives 
from the MOUs. 
 
• Ensure availability of maternity care guidelines and protocols as a means of 
communication in all MOUs, these include protocols such as the latest edition 
of the Guidelines (Department of Health: 2002a) and Intrapartum Care 
Guidelines (Farrel and Pattinson: 2005).  Maternity care providers must receive 
regular in-service education on the use of maternity care guidelines and 
protocols. 
 
• Ensure that electronic or any other effective and appropriate means of 
communication are available on a 24-hour basis and functioning at all MOUs.  
An effectively functioning communication system will overcome at least one 
possible delay that may impact negatively on the referral system, as well as the 
maternal and neonatal outcome of labour. 
 
• Enforce the use of a unified referral format inclusive of a feedback 
communication format.  Midwife participants expressed the need to be informed 
of the maternal and neonatal outcome of labour of the women they referred to 
the referral hospital. 
 
• Use a systematic feedback system for women referred to higher levels of care.  
Obtaining feedback from the referral hospital on pregnancy outcomes for 
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women referred during labour will enable midwives at the MOUs to determine 
the merit of the referral as well as effective, and less effective, maternity care 
interventions (Fawcus in
 
7.7.2.5 Improve maternity care documentation especially the partograph 
 
 Farrell and Pattinson, 2005:90). 
• Record keeping of patient care provided is the only officially acceptable and 
legal evidence of care provided (Muller, 2001:72).  Accuracy of record keeping 
is a very good indicator of the quality of care received.  Patient care records 
serve as an effective communication tool between caregivers about the labour 
and birthing process, including the management thereof.  Aspects of the MCR 
currently used in South Africa may need to be revisited, including a referral 
format with a component for feedback. 
 
• Based on the best available evidence, a well-documented partograph has been 
identified as the most suitable, economic, accessible and easy to use tool to 
provide a rapid overview of the wellbeing of a woman in labour and her fetus, 
her labour progress, medications and other interventions implemented during 
the first stage of labour (WHO, 2006b:7).  Pattinson and Carpenter (a) (in 
Cronjè and Grobler, 2003:714) reported the avoidable lack of use of the 
partograph as a major factor of maternal deaths.  All 1st
 
 stage of labour 
information will direct subsequent management of the patient during labour.  
To be able to complete the partogragh correctly the midwife is compelled to 
have regular and frequent contact with her patient since it is only care provided 
that can be reflected in the patient’s records.  If the partograph is implemented 
correctly, namely half-hourly, it provides a forged opportunity for midwife-
patient contact and the possibility of building a closer relationship.  The senior 
midwife on duty should do a four hourly partograph round to ensure that these 
have been filled out as indicated and make patient assessments based on the 
findings. 
• The partograph: 
O has been tested in a variety of contexts, including for monitoring the first 
stage of labour in a breech presentation; 
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O can serve as an effective communication instrument between different 
health care providers within the same maternity centre as well as between 
different levels of maternity care provision; and 
O can serve as an effective teaching-learning tool (WHO, 2006b:7). 
 
• Maternity care providers should become familiar with the WHO 
recommendation of an amended partograph aimed at reducing “false” 
prolonged first stage of labour. 
 
• All midwives appointed to maternity care facilities should be trained and/or 
receive re-training on the use of the partograph. 
 
• The implementation of the partograph should be audited by means of the 25-
point scoring system to check the quality of labour records (Annexure K) 
(Department of Health, 2002a:83). 
 
• Partograph audit results should be communicated to staff involved on a regular, 
such as quarterly, basis. 
 
• An incentive system should for best performing midwifery unit should be 
implemented. 
 
7.7.2.6 Improve the interpretation of findings on the partograph 
 
• Accurate interpretation of findings forms the basis of clinical decision-making 
(Farrelll and Pattinson, 2005:10).  Education and re-education of maternity care 
providers are needed at all levels and processes of maternity care delivery on 
interpretation of findings on the partograph.  The senior midwife should endorse 
the completion and interpretation of the partograph on a four-hourly basis. 
 
• Monthly audits should be done of the partograph, of randomly selected 
maternity case records as well as the records of all women with poor maternal 
and/or fetal outcome of labour. 
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• The partograph audit results should be displayed in each unit or ward 
depending on the setting.  If the action of staff rotation is implemented, all 
midwives’ skills in the interpretation of findings would be ‘tested’ at some stage. 
 
• Teaching-learning-evaluation sessions should be implemented in a non-
threatening simulated environment where midwives are given the opportunity to 
complete a partograph based on findings of real or fictitious cases. 
 
• Similar or the same sessions as described in the previous recommendation can 
be used where midwives are given the opportunity to interpret a completed 
partograph, make a diagnosis based on the findings, and suggest further 
management of the ‘case’. 
 
7.7.3 Recommendations for research 
 
Undertaking research always leaves the researcher with more research questions to 
be answered.  The following areas for further research on this topic are 
recommended. 
 
• The perceptions and experiences of other role players involved with the inter-
level health service referral of women in labour, including midwives and doctors 
at the referral hospital, should be explored and described. 
 
• Experiences and perceptions of women who were referred from MOUs to the 
referral hospital during labour could be explored. 
 
• Test the guidelines developed in this study in the clinical area where inter-level 
health service referral of women in labour takes place. 
 
• A study aimed at addressing management related issues, including human and 
material resource shortages could be conducted. 
 
• Conduct research exploring the transport-related problems of women in labour 
referred from lower to higher levels of care. 
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• Explore the extent of community involvement in maternity care with a view to 
maximising community involvement and aimed at improved outcomes of labour 
after intrapartum referral. 
 
• In view of the poor standards of record keeping of the relatively small number of 
maternity case records reviewed, conduct a participant observational study to 
explore if the state of record keeping correlates with the standard of maternity 
care. 
 
7.8 CONCLUSION 
 
In this chapter the research findings were critically discussed, a discussion on clinical 
guideline development was presented, limitations of the study were identified, and 
conclusions were drawn by merging the findings of the interviews and MCR review 
findings.  Based on the research findings recommendations for clinical practice and 
midwifery education in the form of guidelines were prepared.  Subsequntly 
provisional guidelines for clinical practice were generated.  Recommendations for 
further research were identified. 
 
7.9 RÉSUMÉ 
 
The researcher is of the opinion that the objectives for this study have been reached.  
For the qualitative phase of the study, the researcher succeeded in finding similar 
themes in related health care research studies.  Searching for a midwifery model 
suitable to the research objectives and methodology was indeed a very daunting and 
challenging experience.  The provisional guidelines should be tested in similar 
circumstances at a later stage.  If these guidelines are implemented, both the 
maternal as well as the fetal neonatal outcomes of labour can be improved.  This will 
contribute to the reduction of the alarmingly high maternal as well as perinatal 
mortality figures in South Africa. 
 
One last thought from the researcher is stated in the form of a challenge, as the basis 
of this did not originate from the research findings, but as the researcher progressed 
through the maize of literature for this study.  As stated earlier, South African 
midwives deliver almost 80% of all babies in the country, inclusive of those at MOUs.  
These midwives also function as independent practitioners who are responsible and 
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accountable for their own actions.  When problems beyond the midwife’s scope of 
practise and availability of resources are identified in a parturient woman, referral of 
such a woman to an appropriate health provider and/or setting is indicated.  This 
practice is not unique to the South African setting, but is practised in any setting 
where maternity care is provided by midwives. 
 
Being cognisant of the uniqueness of the maternity care arena, is it perhaps time for 
South Africans to revisit the concept midwife obstetric unit?  Alternative concepts that 
identify and acknowledge the actual contribution of midwives in the provision of 
maternity care in the country can be explored and unpacked.  Examples of these 
include concepts such as Midwifery units or Midwife-led units used, in some 
European countries such as the United Kingdom and also Australia. 
 
This study is unique to the South African context and even more specifically 
contextual in the research area.  The reason for this argument is the fact that the 
concept ‘MOU’ was relatively new in the research area, but well established in other 
parts of the country such as certain parts of the Western Cape Province.  The 
midwife participants functioned with different conditions of service and different 
employing authorities.  This situation did not change from the time of commencement 
of this study until completion of this study.  One of the challenges therefore is to get 
these MOUs to function under the same health management authority as a matter of 
urgency.
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TERMINOLOGY 
 
For the purpose of this study, the following concepts are defined as follows: 
 
Maternity care 
 
Maternity care encompasses care to the woman, the newborn baby and the broader 
childbearing family (Sherwen, et al, 1995:5; Reeder, et al, 1997:4).  In the context of 
this study, maternity care will focus on care provided to a woman in labour by 
midwives and doctors.  Ambulance services personnel will provide the necessary 
emergency care during transportation of a woman from the lower to the higher level 
of care. 
 
Levels of care 
 
A level of care refers to a health site at which such care is provided (Reeder, et al, 
1997:7; Department of Health (1999a:12-16); WHO (1991:4).  Services can be 
provided at different levels of care, namely in the community, at clinics and at levels 
1, 2 and 3 hospitals (Department of Health, 2002a:4). 
 
Lower level of care 
 
Lower level of care refers to health care provided by midwives to women in labour at 
clinics, community health centres and/or midwife obstetric units (Department of 
Health, 2002a:4). 
 
Higher level of care 
 
Higher level of care pertains to more advanced health care provided by midwives 
with special training, general practitioners and obstetricians at level 1, 2 or 3 
hospitals (Department of Health, 2002a:5). 
 
Referral 
 
According to Stefanini (1999:14), the term “referral” implies linking various levels of a 
health system.  Referral may also mean a temporary or partial transfer of 
responsibility for the care of patients and consultations, where the responsibility 
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remains with the referring health care worker, but advice or special investigations are 
needed (Stefanini, 1999:14). 
 
Jahn and De Brouwere (2001:230) state the term ‘referral’ indicates any advice given 
by a health care provider to a user of health care to attend a higher level of care, in 
other words when a client is referred from one institution to another.  Okun 
(2002:313) defines referral as an arrangement for alternative assistance to be given 
a person in need of help when the first helping situation is not effective for whatever 
reason.  For the purpose of this study, the concept referral will include referral by the 
midwife of a woman inlabour to a higher level of care. 
 
Referral process 
 
In the context of this study the referral process entails a series of interventions 
implemented by health care providers when referring women in labour from MOUs in 
a metropolitan area to a referral hospital. 
 
Appropriateness of midwifery referral 
 
Appropriateness can be defined as the correctness or “the quality of having the 
properties that are right for a specific purpose” 
(http://thesaurus.reference.com/search?q=apprporpiateness%20 2006/02/15; 
www.thefreedictionary.com/appropriateness 2006/02/15).  In the context of this 
study, appropriateness of midwifery referrals describes the degree to which a midwife 
incorporates and implements the necessary skills, knowledge, and directives when 
making a decision to refer a maternity client from lower to higher levels of maternity 
care (Department of Health, 2002a:18; SANC, 1990a:3). 
 
Labour 
 
Modjadji (2004:12-3) define labour as a continuous process which includes 
involuntary coordination of uterine contractions, which results in dilatation of the 
cervix, descent of the presenting part, and delivery of the fetus, placenta and 
membranes.  In this study, the emphasis will be on the woman in labour who needs 
more specialized care and is, therefore, referred to a higher level of care. 
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Request for participation: Health Care Provider Interview 
 
 
 
 
 
 
 
 
 
Department of Nursing Science 
Summerstrand 
September 2003 
Dear Colleague 
I am a doctoral student at the University of Port Elizabeth and undertaking a study 
entitled: ‘Inter-level health service referral of women in labour’. 
 
As part of the study, I will attempt to explore and describe the experiences and 
perceptions of midwives referring clients in labour from lower to higher levels of care. 
Another aspect of the study entails compiling a profile of midwives employed at 
MOUs in the Nelson Mandela Metropole and surrounding maternity services. 
 
If you agree to take part in this research, I would like to interview you about your 
experiences of referring women in labour.  Interviews will be tape recorded, with your 
written informed consent.  Anonymity and confidentiality will be maintained 
throughout the study.  The audio tape recordings will be destroyed on completion of 
the study. 
 
You may withdraw from the interview at any time without fear of intimidation or 
victimization of any kind.  Unfortunately, there are no rewards or remuneration for 
participation in the study. 
 
You may opt to, or be requested to, participate in the compilation of the profile of 
midwives and can consent to that only.  The summary of findings will be made 
available at the facility where this interview took place and you will therefore be able 
to read the findings. 
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If you agree to participate in this research study, please sign the accompanying 
consent form.  Signing this form safeguards you from participating against your will. 
 
Thank you for your time and effort. 
 
Louisa Jantjes 
(Doctoral student) 
Contact details: Tel (w) 041 5042674; Cell 0829687034 
 
Prof J Strümpher 
Promoter 
Contact details: Tel (w) 041 5042617 
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Informed Consent Form: Health Care Provider Interview 
 
I,                                                                                             (print name of 
participant) hereby agree to participate in the study entitled: ‘Inter-level health 
service referral of women in labour’. 
 
I undertake to give information during the interview as best I can remember regarding 
my experience when I refer women in labour from my unit to the hospital.  I 
understand that the interview will be recorded on audio tape and that the results will 
be published for future use by other professionals involved with the care of women in 
labour. 
 
I was given the assurance of confidentiality and anonymity and that no one will 
therefore be able to link me with information provided.  I was informed that I might 
withdraw my consent and discontinue participation at any time without penalty to 
myself.  In signing this consent from, I am not waiving any legal claims, rights, or 
remedies.  I was informed that the summary of results of the study will be available 
for me to read at my place of employment. 
 
Signed on …………………… (Day) of ……………………………… (Month) of the year 
2003/4 at …………………………………………. (Place) 
 
Signatures 
 
Participant ……………………………………………………… Date …………… 
 
Witness …………………………………………………………. Date …………… 
 
Researcher …………………………………………………….. Date ……………. 
 
Louisa Jantjes 
(Doctoral student) 
Contact details: Tel 041 5042674/0829687034 
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Request to participate in study: Demographic Profile Health Care Professional 
 
 
 
D 
 
 
 
 
Department of Nursing Science 
Summerstrand 
September 2003 
Dear Colleague 
I am a doctoral student at the University of Port Elizabeth and am currently busy with 
a research study entitled: ‘Inter-level health service referral of women in labour’.  
The study setting will include lower levels of maternity care such as the Midwife 
Obstetric Unit (MOU), as well as higher levels of care such as hospitals in the 
Eastern Cape Province where women are referred to during labour. 
 
As part of the database, I intend compiling a demographic profile of midwives 
employed at MOUs that form part of this study.  This database, together with further 
data obtained as part of the study, will be used to develop guidelines that will enable 
midwives to optimize the referral process of women in labour. 
 
I kindly request your participation in this study by your completion of the information 
on the accompanying questionnaire.  Please complete the questionnaire honestly, as 
the quality of the information will determine the success of the program that will be 
designed.  I will administer the questionnaires, thereby ensuring a good response.  
You are ensured of complete confidentiality and anonymity, therefore you need not 
include your name in the questionnaire. 
 
Please give your response in the space provided, or mark the answer with an X.  You 
may give more that one response to a given item, if applicable.  Insert the completed 
questionnaire in the envelope provided and hand it to the person who administered 
the questionnaire. 
 
You may withdraw from the study at any time without fear of services being withheld, 
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intimidation or victimization of any kind.  There are unfortunately no rewards or 
remuneration for participation in the study.  The summary of findings will be made 
available at the facility where this interview took place and you will therefore be able 
to read the findings. 
 
If you agree to participate in this research study, please sign the accompanying 
consent form.  Signing this form safeguards you from participating against your will. 
 
Thank you for your time and effort. 
 
Louisa Jantjes 
(Doctoral student) 
Tel contact: 041 4811560/0829687034 
 
Prof J Strümpher: Promoter 
Contact details: Tel (w) 041 5042617 
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Informed Consent Form: Demographic Profile Health Care Provider  
 
I,                                                                                          (print name of participant) 
hereby agree to participate in the study entitled: ‘Inter-level health service referral 
of women in labour’. 
 
I undertake to complete the questionnaire.  I understand that the information provided 
would form part of a database that will be used to design a program that will help 
midwives referring women in labour to higher levels of care, aimed at optimizing the 
referral process. 
 
I was given the assurance of confidentiality and anonymity and that that no one will 
therefore be ale to link me with information provided.  I was informed that I might 
withdraw my consent and discontinue participation at any time without penalty to 
myself.  In signing this consent from, I am not waiving any legal claims, rights, or 
remedies.  I was informed that the summary of results of the study will be available 
for me to read at my place of employment. 
 
Signed on …………. (Day) of ….…………………… (Month) of the year 2003/4 at 
…………………………………………. (Place) 
 
Signatures 
 
Participant ……………………………………………………… Date ………… 
 
Witness ………………………………………………………… Date ………… 
 
Researcher …………………………………………………….. Date ………… 
 
Louisa Jantjes 
(Doctoral student) 
Tel contact: 041 4811560/0829687034 
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HEALTH CARE PROVIDER PROFILE QUESTIONNAIRE 
 
Key to abbreviations 
CPN: Chief Professional nurse 
SPN: Senior Professional nurse 
PN:  Professional nurse 
 
1) Institution identification:      00-04 
 
2) Type of maternity service delivered:  
Antenatal  1 
Labour and delivery 2 
Postnatal  3 
 
3) Gender:  Male  Female 
 
4) Race (as it appears in the South African Constitution Act):  
Black 1 
Coloured 2 
Indian 3 
White 4 
 
5) Age in years:      
20 - 29 1 
30 - 39 2 
40 - 49 3 
50 and above 4 
 
6) Formal Nursing Qualifications: 
Midwife only 1 
General Nurse and Midwife (4-year diploma) 2 
General Nurse and Midwife (Baccalaureate degree) 3 
Advanced Midwifery 4 
Perinatal Education Program: Maternal 5 
Perinatal Education Program: Newborn 6 
Perinatal Education Program: HIV/AIDS management 7 
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7) Years of experience as a nurse: 
Less than one year 1 
1 – 5 years 2 
6 – 10 years 3 
More than 10 years 4 
 
8) Years of experience as a qualified midwife: 
Less than one year 1 
1 – 5 years 2 
6 – 10 years 3 
More than 10 years 4 
 
9) Details of midwifery experience:      
Type Years of experience in 
maternity units 
Years of experience 
in urban settings 
Years of 
experience in rural 
settings  
Antenatal    
Labour    
Postnatal    
Nurseries    
 
10) Current position: 
CPN 1 
SPN 2 
PN 3 
 
11) Any comments regarding your experiences of inter-level health service referral 
of women in labour: 
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SEMI-STRUCTURED INTERVIEW GUIDE 
 
The following questions will be put to the participant after introduction and 
establishment of rapport.  The questions will be enriched through interview 
techniques, such as paraphrasing, clarifying, probing and non-verbal responses such 
as nodding. 
 
• Please tell me about the referral of women in labour from this MOU to a higher 
level of care. 
 
• Please tell me about the steps you will take when you discover that a woman in 
labour will have to be referred to a higher level of care. 
 
• Please tell me about your role in the process of referring a woman in labour 
from lower to higher levels of care. 
 
• Please tell me your perceptions of the competency of the personnel at your 
unit responsible for referring of women in labour to the referral hospital.  Also 
please tell me how competency of staff is maintained. 
 
• Please tell me how you experience communication surrounding the referral 
process between your level and the higher level of care where you refer 
women in labour. 
 
• Please tell me about your experience and perception of equipment that is 
available to you at your unit in terms of adequacy and efficiency. 
 
• Please tell me about your experiences and perceptions of support at your unit, 
including support from management, peers and other sources. 
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FIELD NOTES 
 
Abby 
Very ‘chirpy’ person; willing and exited to be interviewed - she believes if her 
responses can possibly make a difference to the care for parturient woman, she 
would gladly volunteer information.  The participant was well-informed about the 
functioning of the unit.  Interview conducted in a room that used to be the nurses’ 
station (duty room) prior to this unit becoming an MOU only (unit formed part of a 
fully fledged maternity department prior to rationalisation of maternity services).  This 
MOU forms part of hospital built almost 100 years ago.  Maintenance of the building 
deteriorated over the last decade 
No interruptions were anticipated as there was a second senior midwife on duty, able 
to manage the unit.  At the time there was another midwife in the antenatal section of 
the unit who could be called upon if the need arose. 
The researcher enjoyed conducting this interview. 
 
Betty 
Similar to the first interview, this participant was eager to participate in the interview.  
Based on her sometimes hesitant, responses, it appears as if she may have a 
knowledge deficit about health care services in general.  This may be due to the fact 
that she has only worked in maternity service delivery since completion of her studies 
four years ago.  
 
She does not appear to be ‘happy’ being very disappointed by the fact that she could 
not commence post basic midwifery studies at the local university – this was due to 
apparent ‘misinformation’ from her management.  Her responses were often in 
monosyllables - the researcher utilised all interviewing skills to elicit information.  The 
participant apparently has difficulty expressing herself in English at times.  This 
became evident as the participant frequently gesticulated, using her hands way 
demonstrating an inability to continue talking.  She also very frequently used the 
expression eeh … eeh …  The interview was completed without any interruption as 
there was only one woman in labour and four women waiting for relatives to take 
them home after delivery. 
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Cathy 
The researcher found conducting this interview enjoyable.  This participant has a lot 
of midwifery experience.  She appeared relaxed and was wiling to share information.  
She became quite agitated as she experienced her professional judgement to be 
underminded by her colleagues at the referral hospital.  Midwifery colleagues at the 
referral hospital apparently almost “interrogated” her when she communicated the 
intention to refer a woman in labour to the hospital. 
 
The unit is quiet, in a delapidated state, but clean with only one woman in labour at 
the time of the interview.  This unit has apparently been very “quiet” since 
rationalisation of maternity services about 1½ months ago – the participant found this 
to be non-stimulating and “boring”.   
 
Women delivering in single rooms and being in a position of having their partners or 
mothers to accompany them during labour and delivery is a “luxury” that only 
occurred in certain demarcated public sector maternity facilities. The women 
delivering in this unit have optimum and ideal privacy, which is what one expects 
women in labour to have.  Most resources and supplies were still available at this unit 
– these include linen, equipment for delivery and even the luxuray of being able to 
offer women a cup of tea after delivery.  
 
During the interview the researcher was reminded of the inequities of the pre 
democracy period in South Africa.  At one stage the researcher was denied the 
opportunity to experience the opportunity to give birth at this maternity department.  
The researcher deliberately cleared her mind of personal experiences that may 
influence the quality of the data. 
 
Denise 
MOU is part of hospital built almost 100 years ago.  Maintenance of the building 
deteriorated over the last decade.  Paint peeling off the walls and ceilings.  
Environment quiet, but seemingly not conducive to the morale of either women in 
labour or staff.  Despite the dilapidated state of the building, the unit was clean. 
Labour ward quiet with only two women in labour.  One of the vacant delivery rooms 
was identified as a venue for the interview. 
 
This interview was challenging - the participant frequently wandered off the topic 
reminising about how things were before rationalisation of services and also how she 
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had to “teach the doctors” to repair extensive perineal tears. The participant chose to 
be interviewed in English although Afrikaans-speaking and often had difficulty 
expressing herelf in English.  The researcher had to fully employ all interview 
strategies to keep the interview “on track”. 
 
This interview was interrupted once as a patient call bell was unattended for a while.  
To recommence the interview, the researcher played back the last part of the 
nterview. 
 
Farren  
When the researcher arrived at the provisional appointment, the unit was busy with 
both midwives on duty being occupied with midwifery duties.  The researcher 
meanwhile prepared the venue for interviewing.  The participant has very strong 
feelings about labour relations.  She expresses a strong passion for her patients and 
midwifery.  This unit is one of the stand-alone MOUs and these midwives have been 
appointed within a different set of working conditions compared with what is expected 
from them now since the unit started functioning as a MOU.   
 
She says that she has been “fighting” issues related to working conditions; having 
been labelled as the “one with the big mouth”.  Apparently problems are solved only 
temporarily, such as when a doctor was needed at the unit for consultation purposes.  
In this instance, through one phone call by the unit manage for health in the Nelson 
Mandela Metropolitan Municipality, a doctor could be arranged, arriving in no time.  
The researcher had to re affirm the confidentialiy and anonymity principles of the 
interview data as the participant stated that her seniors will be able to identify her by 
the responses in the transcription of her interview. 
 
The researcher observed frustration by the participant’s gesticulations and 
responses.  The researcher had to guard against becoming involved in couseling and 
being distracted at the time of the interview.  At the same time the researcher had to 
maintain the trust of the participant by not showing any signs of being “disinterested” 
in her work “politics” as that was the environment in which the partcicpant worked on 
a daily basis.  These “politics” affected her functioning during inter-level health 
service referral.  On completion of the interview the researcher and participant 
conducted a debriefing session where the participant could “unload” her emotions 
and experiences in a non-threatening environment- the tape recorder was switched 
off and the researcher promised not to include this information into the filed notes 
305 
 
and that these would also not be used as part of the research data. 
 
Grace 
Interview conducted in a small room used as a bathroom for babies.  At the time of 
the interview this room was empty as babies were with their mothers.  This room was 
cockcroach infested – with cockroaches running all over the place.  This was the 
most uncomfortable environment for any interview conducted thus far.  The 
researcher was not very comfortable and had a very challenging time trying to 
maintain composure, not allowing the presence of the cockcroaches to interfere with 
the interview. 
 
It was not the comfort of the researcher, but questions relating to the quality of care 
provided under these circumstances, that came to mind.  Grace was emotional at 
times as the interview took place about two months after rationalisation of services, 
which changed this previously functioning maternity department into a MOU. 
 
Good responses obtained as Grace is a “free talker” with more than 25 years of 
midwifery experience. 
 
Heilie 
This interview was conducted in Afrikaans as this was the participant’s language of 
choice.  Heilie is generally a very reserved person and despite speaking in her 
mother tongue, often appeared not to be able to express herself.  She gestured a lot 
and often responded in monosyllables. 
 
The researcher employed various interviewing strategies to elicit data.  This interview 
was completed in 45 minutes.  Despite the apparently short interview, rich data was 
obtained. 
 
Ingbritt 
This participant is reserved, very professional, and easily volunteered appropriate 
responses. This interview was conducted the night following the one with Grace.  The 
researcher armed herself with insecticide spray, taking with her only the audio tape 
recorder, a sheet of paper and a pen to take notes (limiting the chances of leaving 
the unit with some unwelcome guests!). 
 
Heilie indicated that she was passionate about midwifery, but was concerned about 
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the not being able to deliver the standard of care she wanted, relating to the shortage 
of resources and supplies. 
 
The researcher was more comfortable and relaxed during the interview as the 
environment was better prepared and more conducive to inteviewing. The interview 
was completely uninterrupted as there was other staff available to attend to the 
women who were in labour. 
 
Jacki 
This interview was conducted in a quiet area in the unit, but where the midwife 
participant was contactable in case of emergency.  The researcher actually 
plannedto arrive at 19:45, but for some or other reason, she misread her watch and 
arrived in the unit approximately ½ hour earlier.  The unit was busy at the time as 
midwives were preparing two women for transfer to the referral hospital. 
 
According to records one of these women has been in labour for 24 hours!!!  
According to her records, her cevix was 7cm dilated at 07:00 and at 18:00 was found 
to e 8cm dilated.  Supplies at this unit were not sufficient at al.  This includes soap, 
paper to dry one’s hands. 
 
The participant was very responsive and very concerned about the fact that the unit 
was cockroach infested and the fact that she could not do anything about. 
 
Louise 
The unit is one of the stand-alone ones where midwives at times experienced 
problems such as ambulance delays, inability to contact doctors at the referral 
hospital mong other things. 
 
Interview conducted in the nurses’ restroom shortly after shift change, anticipating an 
ininterrupted interview as tea break would only be due in another 2 hours. The 
environment was quiet and conducive to interviewing.  The restroom is located within 
the unit therefore ensuring possible contact with the participant by the remainder of 
the staff should the need arise. 
 
Participant speaks very fast, sentences flowing into one another.  At times she 
appeared almost agitated relating to the circumstances at the unit. 
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Macki 
The unit is quiet, except for one woman who was admitted in labour at 09:00.  She 
has been awaiting an ambulance to be transferred to the referral hospital as she had 
a previous caesarean section and the baby was very ill at birth – she was a high risk  
was therefore due for delivery at the referral hospital in the first. 
 
Nicki 
The most appropriate venue for the interview identified by the participant was the 
nurses’ duty room, as she said she did not expect the telephone to ring because it 
was out of order (this is not an unusual occurrence – midwives use a telephone 
outside the unit for purposes of communicating with the ambulance department and 
the referral hospital).  This venue was expected to be quiet for the duration of the 
interview.  This was the case for both interviews conducted this morning. 
 
Easter Sunday 2004 at about 11:00 and this will be the second interview this 
morning.  The unit is quiet except for one patient that was admitted at 09:00 and has 
been awaiting transfer to Dora Nginza hospital as she had a previous ceaserian 
section and the baby was very ill afterwards.  This midwife had worked in maternity 
and in labour wards particularly, was removed and placed in a general out patients 
department and then recently reallocated to labour wards.  The ward is quiet and 
clean with a television set playing where the two midwives on duty as well as the 
general assistant were sitting watching a television program.  The most appropriate 
place identified by the midwife (2nd in charge for the day) for the interview was the 
Nurses Station, as she said she does not expect the telephone to ring becuase it is 
not working properly and she expects it to be quiet for the duration of the interview.  
This was the case for both interviews conducted this morning. 
 
Nicki is passionate about midwifery, but saddened by the fact that she feels, given 
the necessary equipment and resources, she can do better for her patients.  Nicki is 
fearful of midwives at the referral hospital saying that she would rather communicate 
with doctors when she needs help or advice regarding a patient. 
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PROTOCOL FOR INDEPENDENT CODER 
 
Dear coder 
According to the steps suggested by Tesch, perform an independent analysis as 
follows: 
• read the transcriptions and the field notes through repeatedly in order to form 
an overall impression and jott down ideas in the margin as they came to mind; 
• select the most interesting interview and ask the question ‘What does it tell 
me?  Can I identify the underlying meaning? then write these thoughts down in 
the margin; 
• complete this process for all interviews and make a list of topics; 
• cluster similar topics together and group the identified topics into columns, for 
example into major, unique and leftover topics; 
• encode the topics, for example using abbreviations, scrutinize each 
transcription and write the code next to the appropriate segment of the text; 
look for the emergence of any new categories and codes with the initial 
organising; 
• generate the most descriptive wording for the topics and turn them into 
categories; further reduce the topics by grouping those that are related; 
• indicate irrelevant interrelationships by drawing lines between the categories, 
which serve as a framework for literature control; finalise the abbreviations to 
be used for each category and then alphabetically arranged these codes; and 
re-code existing data if necessary (compare Tesch, 1990:115). 
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MATERNITY CLIENT REFERRAL DATA RERIEVAL SHEET 
This data retrieval sheet is aimed at obtaining data about women that was referred during 
labour from a lower to higher level of care in the public health care setting.  
Identification Code:  
 
SECTION A: DEMOGRAPHIC PROFILE OF CLIENT 
1) Age in years:       
14 and under  
15 – 24  
25 – 34  
35 and over  
2) Marital status:       
Single  
Married  
Separated  
Cohabiting  
3) Race (as it appears in the South African Constitution Act):  
Black  
Coloured  
Indian  
White  
Other  
4) Social support   Yes    No    
4.1) If Yes, state      
Partner  
Friend  
Other  
NA  
NE  
SECTION B: MEDICAL & SURGICAL HISTORY 
5) Illnesses:       
Hypertension  
Diabetes  
Cardiac  
Infections  
Obstetric haemorrhage  
Other  
  
6) Operations:       
Gynaecological  
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Other  
  
SECTION C: OBSTETRIC HISTORY 
7) Gravida:        
One  
Two  
3 & above  
8) Parity:           
      
None  
One  
Two  
9) Abortions:    Yes     No  
  
 
 
10) Number of spontaneous abortions:     
None  
One  
2 & above  
11) Number of induced abortions:     
None  
One  
2 & above  
12) Gestational age in weeks at time of going into labour:   
Less than 36 weeks     
More than 36 weeks    
13) No of antenatal visits:      
None  
1 - 3  
4 & above  
14) Antenatal problems:   Yes    No   
14.1) If yes, specify  
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________ 
14.2) State management   
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________ 
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15) Admission date and time to MOU: _________________________________ 
16) Data base on admission in labour regarding the following.  
17) Rupture of membranes (ROM):    Yes    No  
  
17.1) If Yes, state of amniotic fluid:  
Clear  
Meconium stained  
Blood stained  
NE  
17.2) If No, artificial ROM:   Yes    No   
17.3) Spontaneous ROM:    Yes    No  
  
18) Total duration of ROM in hrs on adm to MOU: 
 _______________________________ 
19) ROM exceeding 24 hours:    Yes    No   
20) Any signs of infection:     Yes    No   
 
21) If Yes, list signs   
__________________________________________________________
__________________________________________________________
__________________________________________________________
__________________________________________________________
__________________________________________________________
__________________________________________________________
__________________________________________________________
__________________Contractions on admission:  Yes   No  
  
21.1) If Yes, duration of contractions:      
Less than 20 sec   
20 – 40 sec   
More than 40 sec   
NE   
NA   
21.2) Frequency of contractions per 10 minutes:    
Zero   
One   
Two   
Three   
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More than 3   
NE   
NA   
21.3) Lie         
Longitudinal   
Transverse   
Oblique   
NE   
21.4) Presentation        
Cephalic   
Breech   
Shoulder   
Cord   
NE   
21.5) Engagement of the presenting part in fifths above brim:   
1/5   
2/5   
3/5   
4/5   
5/5   
NE   
 
21.6) Cervical dilatation:    
Less than 3 cm   
3 – 7 cm   
8 – 10 cm   
NE   
21.7) Relation of presenting part to ischial spines:    
At spines   
Below spines   
Above spines  
Not Applicable  
NE  
21.8) Fetal heart:       
Not heard  
Rate per minute  
Rhythm  
Clarity  
NE  
22) Interventions prior to referral (specify):   
__________________________________________________________
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__________________________________________________________
__________________________________________________________ 
SECTION D:  INFORMATION ON REFERRAL 
23) Reason for referral as reflected by referring HCP:  
Obstetrical  
Medical  
Other  
24) Contractions on referral: Yes    No   
24.1) If Yes, Duration of contractions:     
Less than 20 sec  
20 – 40 sec  
More than 40 sec  
NE  
NA  
24.2) Frequency of contractions per 10 minutes:    
Zero  
One  
Two  
Three  
More than 3  
NE  
24.3) Lie         
Longitudinal   
Transverse   
Oblique   
NE   
 
24.4) Presentation      
Cephalic   
Breech   
Shoulder   
Cord   
NE   
24.5) Engagement of the presenting part in fifths above brim:   
1/5  
2/5  
3/5  
4/5  
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5/5  
NE  
  
24.6) Cervical dilatation:       
Less than 3 cm  
3 – 7 cm  
8 – 10 cm  
NE  
24.7) Relation of presenting part to ischial spines:  
At spines  
Below spines  
Above spines  
NE  
 
24.8) Fetal heart: 
Not heard  
Rate per minute  
Rhythm  
Clarity  
 
 
SECTION E: MATERNAL OBSERVATIONS ON ARRIVL AT HOSPITAL 
 
25) Maternal observations on arrival at hospital:   
Blood Pressure  
Pulse  
Respirations   
26) Rupture of membranes (ROM):    Yes    No   
26.1) If Yes, state of amniotic fluid:  
Clear  
Meconium stained  
Blood stained  
NE  
26.2) If No, artificial ROM:  Yes    No   
26.3) Spontaneous ROM:   Yes    No   
27) State of amniotic fluid:        
Clear  
Meconium stained  
Blood stained  
NE  
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28) Total duration of ROM in hours: _________________________________ 
29) Prolonged ROM:   Yes    No   
30) Any signs of infection:   Yes    No   
30.1) If Yes, list signs   
__________________________________________________________
__________________________________________________________
___________________________________________  
Contractions on admission at hospital: Yes   No    
30.2) If Yes, duration of contractions:    
Less than 20 sec  
20 – 40 sec  
More than 40 sec  
NE  
NA  
 
 
30.3) Frequency of contractions per 10 minutes:  
Zero   
One   
Two   
Three   
Above 3  
NE  
30.4) Lie         
Longitudinal   
Transverse   
NE   
30.5) Presentation      
Cephalic   
Breech   
Shoulder   
Cord   
NE   
 
30.6) Engagement of presenting part in fifths above pelvic brim:  
1/5  
2/5  
3/5  
4/5  
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5/5  
NE  
  
30.7) Engagement of presenting part in fifths above pelvic brim: 
5/5  
Less than 3 cm  
4 – 7 cm  
8 – 10 cm  
NE  
  
30.8) Relation of presenting part to ischial spines:     
At spines  
Below spines  
Above spines  
NE  
30.9) Fetal heart:      
Not heard  
Rate per minute  
Rhythm  
Clarity  
NE  
 
31) Interventions by “receiving” midwife on arrival at hospital: 
_____________________________________________________________
__________________________________________________________
___________________________________________ 
32) Diagnosis by doctor: 
_____________________________________________________________________
_____________________________________________________________________
___________________________________________________ 
33) Interventions by doctor on arrival at hospital: Yes   No    
33.1) If yes, list interventions:  
_____________________________________________________________________
_____________________________________________________________________
___________________________________________________ 
34) Further medical management:  
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________ 
319 
 
SECTION F: MATERNAL AND INFANT OUTCOME 
35) Duration of labour     
Short  
Within normal limits  
Prolonged  
NE  
36) Outcome of labour:        
Normal Vertex Delivery   
Breech delivery  
Instrumental  
Caeser  
NE  
 
37) Infant Apgar:        
0-3  
4-7  
More than 7  
NE  
38) Infant interventions:  Yes    No    
39) If Yes:          
Suction only  
Suction and oxygen  
Intubation  
Medication  
Admission for special care  
40) If medication, list:  
_____________________________________________________________________
_____________________________________________________________________
___________________________________________________ 
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41) Maternal condition after delivery:      
BP  
Pulse  
Respirations  
42) Vaginal blood loss in ml:       
Less than 500ml  
More than 500ml  
NE  
43) If 500ml & above, state management: 
_____________________________________________________________________
____ 
_____________________________________________________________________
______________________________________________ 
 
44) Perineum:        
Intact/lacerations  
First degree tear  
Second degree tear  
Third degree tear  
45) If not intact, state repair details recorded: 
_____________________________________________________________________
_____________________________________________________________________
___________________________________________________ 
46) Uterus:        
Well contracted  
Relaxed   
Bulky   
47) Discharge date and time from hospital:  __________________________ 
48) Further comment: 
_____________________________________________________________________
_____________________________________________________________________
___________________________________________________ 
49) Referral letter:    Yes    No   
49.1) If yes: Is information given helpful and legible:  Rate 1 – 5 with 1 barely 
legible generally and 5 being clearly legible generally  
Legible 
 Clear 
 Concise 
 Complete 
 50) Other significant comments:  
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MEMBER OF THE EXECUTIVE COMMITTEE: EASTERN CAPE DEPARTMENT 
OF HEALTH 
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Dr B Gogqwana 
Member of the Excecutive Council for Health: Eastern Cape Department of Health 
PO Box X0038 
BISHO 
5605 13 January 2003 
 
Dear Dr Gogqwana 
REQUEST FOR PERMISSION TO CONDUCT RESEARCH 
I am currently a student reistered for the degree Doctor Curationis at the University of 
Port Elizabeth in the Faculty of Health Sciences.  To fulfil the requirements for this 
degree program, I need to conduct research. 
 
My request to you is to grant me permission to conduct research at the provincial 
hospitals and attached maternity units in the Nelson Mandela Metripole as well as in 
Uitenhage. 
 
The proposed title for my research is: ‘Optimizing the referral process of maternity 
clients from lower to higher levels of care’. 
 
Aresearch proposal will be forwarded to you at your request, as soon as the proposal 
was approved by the University of Port Elizabeth Research and Ethics Committees 
respectively. 
 
I hope my request will receive your favourable consideration. 
 
Yours faithfully 
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Louisa Jantjes 
(Doctoral student) 
Tel contact: 041 4811560/0829687034 
 
Prof J Strümpher: Promoter 
Contact details: Tel (w) 041 5042617 
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ANNEXURE I 3 
UNIVERSITY OF PORT ELIZABETH: ETHICS COMMITTEE 
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ANNEXURE I 4 
UNIVERSITY OF PORT ELIZABETH: ADVANCED DEGREES COMMITTEE 
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ANNEXURE J 
SAMPLE INTERVIEW 
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Sample interview 
Interview 2 Unit 0201 
 
R = Researcher 
P = Participant 
Italics bold in brackets in the P response (eg (Hmm)) are the researcher’s inputs 
 
R Good afternoon … sister.  As I explained to you I’m Mrs Jantjes and in 
fact we know each other from the past. (Both R and P smiling in 
acknowledgement).  I’m very grateful that you’re prepared to participate in this 
interview.   I’m giving you the assurance of confidentiality and anonymity that 
nobody will be able to link you with the information that we have on this tape 
and as soon as the interview has been transcribed and the research written up, 
the recording will be destroyed.  So nobody will be able to identify your voice 
and the only thing is that these tapes will only be heard by myself and a 
research assistant who will do the transcriptions.  So the first question that I’d 
like to put to you is: “Please tell me about referral of labouring women from 
this MOU to a higher level of care”. 
 
P We refer all the prolonged rupture on membranes.  Maybe the woman is 
straight from home with a history of rupture of membranes for more than 12 hours 
then you refer her to the hospital.  Because we don’t have antibiotics, no protocol 
saying that the patient should stay here (Hmm).   Also (pause) we refer those who 
deliver here, if it’s a small baby (Hmm).  Also Hypertension we refer them.  If the 
patient is having a diastolic of 100 or above because the hospital staff is gonna tell us 
(Hmm) to give Adalat sublingually (Hmm) And also prolonged eeh prolonged labour, 
fetal distress (Hmm)  meconium stained liquor. 
 
R Okay just tell me a little bit more … if you say prolonged labour … tell 
me a little bit more about that … also a little bit more about prolonged rupture 
of membranes.  Yah, so that I want you to tell me a bit more about the type of 
patients that you refer. 
 
P Prolonged labour we got the partogrpah and then you start plotting on the 
partogrpah, you see, you start plotting on the partogrpah when the woman is in active 
labour (Hmm), that means from 3cm [R The 3cm refers to cervical dilatation?] P 
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Ewe, 3cm cervical dilatation and then the patient the eeh, eeh cross the action line 
you consult with the hospital and the hospital will just tell us to send the patient (to 
hospital) And then the prolonged rupture of membranes … if the woman eeh … the 
membranes have ruptured for more than 12 hours we also transfer the woman to the 
hospital (Hmm) (Hmm). 
 
R Okay, is there anything else you’d like to say about referral of labouring 
women? 
 
P I think we’ve got eeh a problem with the hospital (Hmm), like if if we having 
apaptient that is eeh we we we put on a CTG machine (Hmm) the fetal heart is eeh 
between ………. With early or late decedelerations and then we transfer the patient.  
But after the baby has been born (Hmm) at the referral hospital they will say: “But the 
Apgar was 9/10 10/10 (Hmm) As if there was no need to transfer the patient.  You 
should have delivered that patient to the MOU. (Hmm).  Meanwhile we picked up a 
problem (Hmm) that’s why we’re referring the patient (Hmm). 
 
R Okay You’ve actually now touched on the very question that I was going 
to ask you next … but can we explore a little bit about how you feel about 
when, I n such a case, when you have referred a patient like what you said with 
a fetal heart that was dipping with late decelerations and (Hmm) the hospital 
staff say to you that the Apgar was 9/10 (Hmm) in other words they say there 
was no need to refer the patient.  How do you feel. 
 
P I feel bad (Strongly said) (Hmm) there is (Hmm) there was an indication 
(Hmm) for me sending the patient to the hospital (Hmm) I would not have transferred 
the patient for no reason (Hmm) feel very bad (Hmm). 
 
R Can you tell me how you cope with that.  How do you deal with that?  
(Pause) 
 
P Sometimes we will eeh try with our communication … we try to minimize the 
number of transfers (Hmm) but eeh may be getting e orders from the doctor we see it 
fails then we eventually transfer the patient. 
 
R So what you’re saying to me is that you won’t just transfer – you will 
first consult with the doctor. 
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P Yes, yes telephonic, actually.  That’s right. 
 
R I ‘d like to ask you this question … Even despite in those cases that you 
already communicated telephonically with the doctor that they may still say to 
you but the Apgar was 9/10 10/10 even in those cases also? 
 
P Uhmm, Uhmm, I’m not sure now … but hmmm most of the time It’s tough for 
us to get trhough when you’re phoning the hospital.  Like this afternoon I tried to get 
through.  The phone would just ringing and ringing and ringing and then eeh 
somebody does come to the phone just put the receiver on the side. 
 
R Is that now when you’re phoning to the hospital? 
 
P The hospital if you want to get advice from the doctor (I see).  Yes, because 
sometimes you just want to get the opinion of the doctor (Hmm) and then you can’t, 
because the phone is just ringing.  I don’t know wheter they’re not around or maybe 
they are just ignoring or (Pause) 
 
R Can I just ask you: Is there any follow up that you can do on this.  Any 
platforms where you can share this kind of experience? 
 
P I think we u u spoke about that to Dr X.  It’s when e sister in charge told us we 
canjust write a letter or send with the MCRs and send it directly to Dr X without going 
to District first (Their employing authority). 
 
R In other words what you’re saying is that Dr X is supportive in this 
regard? 
 
P Yes 
 
R Please tell me about the steps you will take when you discover that a 
labouring woman needs to be referred to a higher level of care. 
 
P First we consult with the doctor (Hmm) in the hospital (Hmm) after we’ve 
done all the observations (Hmm) and we pick up the problem (Hmm) then we call the 
doctor and then we do whatever the doctor has ordered us to do (Hmm) and then we 
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phone the ambulance department (Hmm) which ost of the time we don’t get the 
ambulance (Hmm) and eeh [Pause] 
 
R If you say you don’t get the ambulance in time …can you say a little bit more 
about that? 
 
P Sometimes you phone eeh especially during weekends, but also during the 
week.  Especially weekends we phone the ambulance and the ambulance maybe 
comes only 2 or 3 hours later (Hmmm) Meanwhile we needed the ambulance say 
within ½ an hour (Hmmm) but it takes may 2 – 3 hours (Hmmm).  Then you again 
within maybe an hour they say they will send one as soon as one is available 
(Hmmm) 
 
R So you say you waits about 2 – 3 hours (P Yes, yes).  Can you tell me 
what you do in the interim, you know, while waiting for the ambulance when 
waiting for 2 – 3 hours? 
 
P Sometimes you will take …. If it’s not busy during the day we will take the 
patient if it’s not busy in the unit then we’ve got a car (Hmmm) a municipal car.  We 
will take the patient to the hospital depending on how the unit is.  But if it’s very busy 
we can’t because 2 nurses must go.  One is gonna drive (Hmmm) and the other is 
gonna sit with the patient.  (Hmmm) If we see that the ambulance is delaying then 
we’ll do that (Hmmm). 
 
R So there are times when you transport the patient  (P Yes) with an 
ordinary car (P Yes) where there is no equipment to deal … 
 
P No suction, oxygen or anything!! 
 
R Can you please tell me, what do you take with you when you take the 
patient in a private car to transfer the patient? 
 
P Like eeh if the patient has prolonged labour, fetal distress.  We take our 
oxygen cylinder with.  We take the gloves so that if the woman is delivering in the car 
we have our sterile gloves to deliver her. 
 
R Can we go to the next question where I’d like to ask you to tell me about 
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your role in the process of referring a woman from lower to higher levels of 
care? (Participant frowning)  Your role? 
 
P Oh! What do I do?  Okay, See to it I make sure that the patient gets to the 
next level safely (Hmmm).  And then I’ve done all I was supposed to do like if the 
patient is PPH.  Let’s say I’ve put up a drip I’ve put up Pitocin the amount that the 
doctor has will tell me (Hmmm), but we usually put up 20 units but not more 
(Hmmm).  but if the doctor say I can put up 30 units then I’ll do that.  Then I’ll 
reassure the patient. 
 
R So, in other words, am I right in saying that you will ensure that the 
patient is in a stable condition? Before she’s transferred. 
 
P Yes 
 
R A little earlier you mentoned something about a protocol … that you use 
for referral (Hmmm).  Can I hear from you?  Where does the protocol come 
from? 
 
P Dr X together with Dr B from Livingstone (Hmmm) eeh they they compiled 
some protocols (Hmmm). 
 
R If you can just for the record tell us who Dr X is? 
 
P Dr X, she is from the Nelson Mandela Metropole Municipality. 
 
R We’re still busy to try and clarify her position … 
 
P Unit Manager for Health for the Nelson Mandela Metropole Municipality 
(Hmmm) 
 
R Okay, then please tell me about your perception, in other words, how do 
you perceive the competency of the personnel at your unit?  That is the 
personnel responsible for referring (labouring women to higher levels of care). 
 
P They are competent; they are very good (Hmmm) (Pause) 
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R Just tell me a little bit more about the competency … 
 
P They are competent … I don’t think they are (Pause) any member of ….  
They do their best to manage the patient (Hmmm). 
 
R And how do you think is competency of your staff maintained? 
 
P By our eeh Nursing Service Manager and Dr X on a prepared basis maybe 
state our problems and discuss our problems. 
 
R Is there … I’m going to ask you a direct question.  What you said is one 
way of dealing with maintaining competency.  Is there any program for 
continuing education (hmmm) that is offered, that is supported where people 
are encouraged to do further training? 
 
P Yes.  There are programmes, but eeh I think they are taking too long to send 
all the members of the staff. They send one maybe now and next one will maybe go 
3 or 4 months later and then we are about 12 in the unit.  So, not everybody can get 
the chance for education. 
 
 R Okay, Besides the fact that you say it takes a bit long for people to get 
through the training (hmmm) are there any other constraints with regards to 
keeping staff competent or maintaining competency of staff you can think of or 
you’d like to talk about? 
 
P Nothing I can think of  (Pause). 
 
R Okay. You said you can’t remember or couldn’t think of anything.  We’re 
just talking about barriers to maintaining competency.  Anything you’d like to 
add to that? 
 
P No, nothing.  I was told that there is a course that is offered for people that 
are working the eeh Advanced Midwifery Course.  I was so interested that I applied in 
the University and then only after I’ve applied I was told … initially I was told that I 
can go full time to do the course for a whole year.  Then they said no, I can’t do that 
because they can’t have a staff member going away for a whole year.  I’d rather do 
the course part time for 2 years and then I’ll have to, they are going to help me with 
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the fees, but I must pay back every month.  They are going to pay the whole amount 
and then every month I must pay back a certain percentage. And then after I’ve 
passed … they are going to refund me, but I thought they are gonna let me do that 
without paying because I couldn’t afford. 
 
R So you had financial constraints in other words? 
 
P Yes 
 
R … and if I understand you correctly, you didn’t understand that it was 
going to work that way? 
 
P No 
 
R And as a result you haven’t studied?  You haven’t done the course? 
 
P No 
 
R How did you feel about that? 
 
P I felt so bad because I was really interested.  I wanted to do the course 
(Hmmm) and I couldn’t (Hmmm). 
 
R Do you think there were other staff members, who may have been in a 
similar position? 
 
P Yes yes (Pause) 
 
R Okay, earlier I said that you actually touched on … started talking on a 
question that I was going to ask you.  But let me ask you the question in detail.  
Could you please tell me how do you experience the communication 
surrounding referral between your level of care and the higher level of care 
when you’re referring? 
 
P I don’t think the eeh communication is very good because they really having 
problems.  I don’t know whether it’s the amount of work.  It is like they getting 
patients from all over.  So I don’t think they maybe they will see something that is 
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serious to us as a minor.   But eeh they really having problems the communication is 
not good. 
 
R Can you tell me what are the different means of communication that 
they are using from their side … and the different means of communication 
that you are using form your side? 
 
P (Pause) 
 
R If I say communication … written, verbal, telephonic … 
 
P Eeh, sometimes what I can say (Hmmm) you refer a patient (Hmmm) and 
they can phone back and tell us that they are going to send the patient back 
(Hmmm).  They are not going to take the patient and they explain eeh that they 
respond over the telephone now (Hmmm). 
 
R And eeh so that’s not good all the time? 
 
P Hmmm 
 
R Can I ask you to say a little bit more about say … once you’ve referred a 
patient?  Let’s say now you’re the one that picked up that there’s a fetal 
distress (Hmmm) and there’s eeh … what kind of feedback do you get?  Do you 
initiate the feedback or do they initiate the feedback? 
 
P No we initiate the feedback.  We communicate to find out what happened to 
the patient. 
 
R Find out what the outcome was? 
 
P Yes. 
 
R So do you get anything back in writing 
 
P No, no. 
 
R No writing?  You do not get anything? 
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P If we’ve got time we ask our clerk to go get the outcome. 
 
R Hmmm (Pause).  How do you feel that you have to initiate 
communication and then you   must still initiate to hear what’s happening to 
the patient?  Do you have any specific feelings about that? 
 
P No, like now we don’t have any problems with initiating communication. 
 
R Do you think it’s your responsibility to find out what happened to your 
patient who you referred? 
 
P Yes. Yes. 
 
R Can you tell me about your experience and perceptions about the 
equipment that you have available at your unit in terms of adequacy and 
efficiency to handle your patients? 
 
P Like eeh we have one incubator and two women delivering at the same time.  
So we have to put both babies in the same incubator (Hmmm) and eeh our eeh 
suction machines sometimes they are faulty.  They are enough, but sometimes they 
are faulty.  They will take the machines to fix them (Hmmm) and they give problems.  
We got enough we have two CTG machines (Hmmm).  We don’t have BP cuffs eeh 
Baumanometers in postnatal.  So if you’ve got patients have eeh post delivery and 
you must do observations and the one Baumanometer we’ve got (Hmmm), maybe 
they use it in antenatal and it must go around (Hmmm) and the HB meter, we’ve got 
one. 
 
R So you’re saying it’s not enough equipment? 
 
P No, no. 
 
R Your linen? 
 
P Yes we’ve got enough. 
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R I just want to mention the fact that you say you put 2 babies in an 
incubator.  Is there any thoughts you have about that? 
 
P  We’ve been asking for a second one for a very long time. 
 
R I’m going to ask you a question that might sound nasty (Hmmm), but 
what are you reasons why you want 2 incubators? 
 
P Sometimes we have a baby that maybe has ee recessions (Hmmm).  You 
can’t put two babies in the same incubator because the one baby you must put e 
oxygen eeh put the one baby on oxygen and then you can’t put 2 babies. 
 
R Is there any other cases that you can think you need to put just one 
baby in an incubator at a time? 
 
P Baby’s very big you can’t put 2 babies (Hmmm) in one incubator (Hmmm) 
 
R (Pause) Any other comments? … Then I’d like to ask you - in terms of 
support, you said you need support while working at MOU.  How do you feel 
about the support that you need from wherever you may think you need 
support?  Management?  Province?   I don’t want to pre-empt you, but where 
do you think should you get support 
 
P Okay, support we get it from the colleagues. 
 
R That’s here? 
 
P Yes.  And then the management … we’ve been complaining about the type of 
gloves.  I don’t know the type of gloves we’re getting – the sterile gloves.  You open 
the pack then it’s broken.  And we’ll have to put at least 2 gloves at e delivery 
(Hmmm). 
 
R But it’s obviously unsafe for you to have broken gloves. 
 
P It’s unsafe. 
 
R Hmmm have you reported? 
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P It’s more than a year now that we’re complaining (Hmmm) about the type of 
gloves.  We’ve been getting a good quality glove before.  I don’t know what 
happened.  I’m sure in a box we’ve got 50 pairs then 30 pairs are broken (Hmmm). 
 
R Besides being … I’ll come back to the support now again.  But just on 
the gloves (Hmmm), besides complaining to the management, is there any 
other avenue that you can use to lodge a complaint about products that are 
faulty? 
 
P (Pause) No 
 
R Other support that you’d like to talk about? 
 
P (Pause) No 
 
R Your immediate supervisors? 
 
P [Pause no response]  
 
R Thank you very much if there’s nothing else that you’d like to put across 
or if there’s any questions that you’d like to ask me, you can ask me. 
 
R [Indicating no by shaking her head] 
 
P In that case I’m glad that you were not very busy in your unit at the time 
and that we could conduct this interview.  Thanks for your time and your 
willingness to share so openly. 
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ANNEXURE K 
QUALITY CHECK OF LABOUR RECORDS 
346 
 
QUALITY CHECK OF LABOUR RECORDS 
For each ‘yes’ answer, score 1 point. You can give half points where the information is 
incomplete. 
Admission assessment from 0 ½ 1 
1 Is there evidence that the health worker has reviewed and summarised the 
ANC record and listed the maternal and fetal risk factors? 
   
2 Check the items on the admission form. Are all complete?    
3 At the end of the form, is there a decision on diagnosis and management?    
4 Were the admission findings checked and counter-signed by an Advanced 
Midwife (ADM) (or doctor or experienced midwife if no ADM available)? 
   
Labour graph 
5 Is the list of risk factors recorded at the top of the labour graph?    
6 Has the fetal heart rate been recorded half-hourly?    
7 Has the state of the liquor (as recognised by a pad check) been recorded at 
least 4-hourly 
   
8 Has the degree of moulding been recorded when a internal examination has 
been done? 
   
9 Have the contractions been recorded half-hourly?    
10 Has the cervical dilation been recorded at least 4-hourly during the Latent 
Phase and at least two-hourly in the Active Phase? 
   
11 Has the cervical dilatation been plotted in relation to the lines drawn for the 
Latent and Active Phases, and for the Alert and Action Lines? 
   
12 Has the level of the head in relation to the brim of the pelvis been recorded 
at least 4-hourly since admission? 
   
13 Have the maternal blood pressure and pulse been recorded at least hourly?    
14 Have the maternal temperature and urinary output been recorded at least 4-
hourly? 
   
15 Is there a record of drugs and IV fluids given?    
Management of Labour Form (On a page separate from the Labour Graph) 
16 Is this recorded after doing each vaginal examination, or at least 4-hourly?    
17 Is the summary of fetal condition recorded?    
18 Is the summary of labour progress recorded?    
19 Is the summary of maternal condition recorded?    
20 Is the decision on further action recorded?    
21 Is the time of next intended review stated?    
22 Were these assessments checked 4-hourly by an ADM (or doctor or senior 
midwife)? 
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The assessment of the Newborn 
23 Has this form been completed?    
Final Summary of Labour 
24 Has this form been completed?    
25 In the third stage of labour, is there a record that active management was 
carried out? 
   
TOTAL out of 25:-------------- 
Multiply by 4: =   -------------- 
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ANNEXURE L 
SAMPLE SUMMARY OF MCR FINDINGS FOR HOSPITAL A: GUIDE FOR 
CONSENSUS DISCUSSION BETWEEN RESEARCHER AND EXPERT MIDWIFE 
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SUMMARY OF MCR FINDINGS (HOSPITAL A): GUIDE FOR CONSENSUS 
DISCUSSION BETWEEN RESEARCHER AND EXPERT MIDWIFE 
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Maternity care 
management assessed 
for appropriateness and 
acceptable 
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01
2 
Preterm 
rupture of 
membranes 
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Y
E
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    YES: Midwife incorrect 
assessment: term 
pregnancy with contrac-
tions and cervix dilated 
22
02
2 
Preterm labour 
YES 
  
Y
E
S
 
pr
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   YES  
22
03
3 
Fetal distress Prem labour  
Y
E
S
 p
ro
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l 
    YES: Critical elements 
of treatment given, but 
recs incomplete about 
overall care, baby also 
appears premature 
22
04
2 
Slow  progress 
and Fetal 
distress 
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Y
E
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    YES: Also preterm 
labour and no treatment 
for fetal distress 
22
05
1 
Fetal heart 160 
decelerations 
 
Latent phase  
Y
E
S
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    YES: no observations 
from time of referral 
until delivery 
22
06
3 
Breech  
N
ot
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ed
 
Y
E
S
 p
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to
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l     YES: incorrect 
diagnosis 
22
07
4 
No diagnosis Meconium 
stained liqour 
 
Y
E
S
 
    YES: Records 
incomplete; no referral 
reason 
22
08
4 
Fetal distresss 
and pregnancy 
induced 
hypertension 
  
Y
E
S
 
    YES: labour long with 
clear evidence of 
complication 
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22
09
4 
No diagnosis  
N
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YES    YES: no reason for ref; 
infant tall 3300gm 
22
10
4 
YES Previous 
caesarean 
section 
caesarean 
section 
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E
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    YES: Records 
incomplete 
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Big baby  
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    YES: Nil about previous 
Caesarean and stillbirth 
22
12
2 
Grande 
multipara  
  
Y
E
S
: 
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    YES: Nil about ectopic 
pregnancy and abortion 
22
13
3 
Fetal distress 
YES 
  
Y
E
S
 
    YES: Nil about 1st 
antenatal weight of 
44,6kg – needed to 
compared height and 
weight cannot make 
proper assessment as 
height not recorded 
22
14
1 
Slow progress  Caesa-rean 
section for high 
head 
 
Y
E
S
 
    YES: Records 
incomplete also no 
consider for ↑SF and 
↑weight gain in 
antenatal period 
22
15
 
Breech  High head for 
caesarean 
section 
 
Y
E
S
: 
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    YES: incorrect 
diagnosis 
22
16
 
No diagnosis caesarean 
section for 
cephalo-pelvic 
dispro-portion 
 
 
YES    YES: Nil about cephalo-
pelvic disproportion; 
recs incomplete 
22
17
1 
Post dates ↓ 
fetal 
movements 
Antibiotics if not 
deliver in 24hrs 
 
Y
E
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Y
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3 
Asthmatic and 
hypertension 
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 YES: not seen by 
doctor; discharge only 
on hypertensive 
medicasions 
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22
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4 
Slow progress  
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E
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    YES: ambulance wait 
4hrs; no partogrpah 
after 3hrs of cervix 8cm 
22
20
4 
Slow progress  
N
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Y
E
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    YES: no evidence of 
voluntary counselling 
and testing with YES. 
YES.YES STI treatment 
in antenatal period 
22
21
2 
Vomiting++++  
N
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Y
E
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    YES: no treatment or 
monitoring related to 
vomiting 
22
22
4 
Hypertension 
and meconium 
stained liquor 
Latent phase  
 
    YES: doctor nil about 
meconium stained 
liqour or suctioning; 
midwifery care at lower 
level and ambulance 
good 
22
23
4 
Slow progress 
YES 
  
Y
E
S
 
   : YES: prolonged labour; 
meconium stained 
liqour at hospital nil 
about management for 
meconium stained 
liqour eg grade or 
suctioning of baby 
22
24
4 
Meconium 
stained liqour 
Fetal distress 
→caesarean 
section 
 
Y
E
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    YES: nil about lactation 
suppression: prevention 
of mother-to-child 
transmission of HIV 
22
25
2 
Low HB  
N
ot
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Y
E
S
 
    prevention of mother-to-
child transmission of 
HIV; YES nil about HIV 
status, low Hb or big 
baby 
22
26
3 
Prevention of 
mother-to-child 
transmission of 
HIV 
 
N
ot
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nt
er
ed
 
Y
E
S
 
    YES: very little maternal 
or fetal obs; nil about 
prevention of mother-to-
child transmission of 
HIV 
22
27
1 
Preterm labour 
YES 
  
Y
E
S
 
   YES YES: Records 
incomplete. 
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22
28
4 
Slow progress 
and big baby 
Active labour; 
augment 
→caesarean 
section 
 
Y
E
S
 
    YES: ?? proper 
management @ 
hospiptal; nil about big 
baby; augment and 
then caesarean section 
and sick baby 
22
29
1 
Low 
haemoglobin 
 
N
ot
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nt
er
ed
 
Y
E
S
 
    YES: nil about preterm 
gestational age in 
referral; Apgar 3-7 nil 
done acc to recs; nil 
about low haemoglobin 
22
30
2 
Slow progress 
and fetal 
distress 
Haed ↑spine 
allow progress 
→caesarean 
section for 
cepha-lopelvic 
dis-proportion 
 
Y
E
S
 
    YES: 10hrs delay from 
diagnosis to 
intervention; no 
ambulance; eventually 
caesarean section for 
cephalopelvic 
disproportion ?incorrect 
assessment as doctor 
no mention about fetal 
distress 
22
31
1 
Pregnancy-
induced 
hypertension 
and 
intrauterine 
death 
Pregnancy-
induced 
hypertension and 
IUD and 
imminent 
eclampsia 
 
Y
E
S
 
    YES: 5 hrs delay after 
diagnosis of imminent 
eclampsia – no 
indication for delay 
22
32
4 
Unbooked Meconium 
stained liquor 
grade 1 
→caesarean 
section 
 
Y
E
S
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ro
to
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l 
    YES: only unbooked 
status as reason for 
referral; nil about 
meconium stained 
liquor and no 
observations for fetal 
wellbeing 
22
33
3 
Preterm labour   
Y
E
S
 
    YES: nil about ↑blood 
pressure in ANC; and 
also signs of infection 
22
34
2 
Previous 
caesarean 
section 
Allow progress  
Y
E
S
 
    YES: nil about 
unbooked status and 
incomplete patient data 
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22
35
3 
4th Post delivery low 
haemoglobin 
 stage 
postpartum 
haemorrhage 
and low 
haemoglobin 
antenatally not 
treated 
 
Y
E
S
 
    YES: Discrepancy in 
diagnosis; ambulance 
delay of 5.5hrs; delay 
from admission ward to 
postnatal ward 2.67hrs; 
postpartum 
haemorrhage @ MOU 
nil in diagnoses 
22
36
2 
Prem labour 
and Preterm 
rupture of 
membranes 
 
N
ot
 e
nt
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ed
 
Y
E
S
 p
ro
to
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l 
    YES: incorrect 
diagnosis of prem 
labour – patient at term 
baby 3050gm and 
discharge @ D1 
22
37
4 
Big baby and 
pregnancy-
induced 
hypertension 
pregnancy-
induced 
hypertension and 
latent phase 
 
Y
E
S
 
    YES: very little maternal 
data; unbooked nil 
stated about maternal 
and infant bloods; 
mother needed IVF 
Syntocinon with no 
indication 
22
38
4 
Preterm labour  
N
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Y
E
S
 
    YES: first seen @ DNH 
@23:30 delivered @ 
05:50 - not seen by 
doctor in over 5hrs; 
Ipradol ??? telephonic 
order 
22
39
4 
Slow progress  
N
ot
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nt
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Y
E
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    YES: Dr in theatre seen 
after 8 hrs; ketonuria++ 
and cervix crossing 
action line @ 15:20 No 
IVF and Nil about 
hydration or 
ketoacisdosis; 
ambulance phoned @ 
19:00 
22
40
1 
Slow progress  
N
ot
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Y
E
S
 
    YES: 4hrs wait for 
ambulance blood 
pressure 130/100 TCA 
to nearest clinic 1 week 
no treatment or 
investigation 
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22
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1 
Slow progress  
N
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Y
E
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    YES: Not seen by 
doctor  
22
42
4 
Poor 
obstetrical 
history and 
grande multi-
para 
Allow to deliver  
Y
E
S
 
    YES: long wait for 
ambulance; awaiting 
Rhesus results – no 
indication for this; nil 
about preterm gestation 
or prevention of mother-
to-child transmission of 
HIV 
22
43
3 
Slow progress 
YES 
  
Y
E
S
 
    YES: ambulance delay 
5.75hrs; 3hrs from 
ketonuria++@ IVF 
 commenced 
22
44
4 
Pregnancy-
induced 
hypertension 
 
N
ot
 e
nt
er
ed
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E
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    YES: lung maturation 
??? need; no follow-up 
for pregnancy-induced 
hypertension 
22
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2 
Pregnancy-
induced 
hypertension 
Pregnancy-
induced 
hypertension and 
fetal distress 
 
Y
E
S
 
    YES: no fetal wellbeing 
observations especially 
with pregnancy-induced 
hypertension and fetal 
distress; nil about final 
fetal outcome as Apgar 
4-7 needing bag 
ventilation with oxygen 
22
46
3 
Slow progress Proloned labour 
and thick 
meconium 
stained liqour 
→caesarean 
section 
 
Y
E
S
 
    YES: nil done about 
thick yellow vaginal 
discharge recorded 
repeatedly by midwives 
after treatment for STI 
antenatal 
22
47
1 
Pregnancy-
induced 
hypertension 
YES 
  
Y
E
S
 
    YES: caesarean section 
for pregnancy-induced 
hypertension after 35 
hrs – no indication for 
delay 
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22
48
3 
Slow progress 
YES 
  
Y
E
S
 
    YES: caesarean section 
after 21 hrs of slow 
progress and previous 
caesarean section; info 
of infant outcome and 
maternal outcome with 
↑Blood pressure and 
pulse nil done 
22
49
4 
Pregnancy-
induced 
hypertension 
and meconium 
stained liqour 
Poor baseline 
variability 
 
Y
E
S
 
    YES: nil pregnancy-
induced hypertension 
and treatment for this 
and also prevention of 
mother-to-child 
transmission of HIV 
22
50
4 
Slow progress Cephalopelvic 
disproportion and 
caesarean 
section 
 
Y
E
S
 p
ro
to
co
l 
    YES: 5hr wait for 
ambulance pt 
developed 
↑bloodpressure and 
meconium stained 
liqour and nil about 
management of 
meconium stained 
liqour 
22
51
4 
Pregnancy-
induced 
hypertension 
and meconium 
stained liqour  
prevention of 
mother-to-child 
transmission of 
HIV 
Fetal distress 
and pregnancy-
induced 
hypertension 
 
Y
E
S
 
    YES: nil suctioning and 
thick meconium stained 
liqour; 4hrs wait for 
ambulance 
22
52
1 
Slow progress 
and big baby 
Slow progress  
Y
E
S
 p
ro
to
co
l    YES  
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22
53
4 
Slow progress Latent phase and 
Preterm rupture of 
membranes 
 
Y
E
S
 
    YES: Previous abortion 
and admission for prem 
labour - suppressed; ?? 
incorrect assessment of 
gestational age on 
admission; now refer for 
slow progress still at 
preterm gestation and 
nil by doctor about 
preterm labour 
22
54
4 
Prem labour Lung maturation  
Y
E
S
 
    YES: nil observations 
about  uterine 
contractions especially 
prem labour; 1900gm 
infant DC after 2 days 
22
55
3 
Slow progress 
and big baby 
Active labour  
Y
E
S
 
    YES: Big baby not 
diagnosed @ ANC - SF 
45cm @ 41wks by 
dates; Nil mention 
about pregnancy-
induced hypertension at 
MOU but Aldomet 
given; Nil mention about 
Nevirapine to mother 
22
56
3 
Prem labour Latent phase and 
Preterm rupture 
of membranes 
 
Y
E
S
 
    YES: preterm labour: nil 
about uterine 
contractions, cervix etc 
especially as preterm 
labour; doctor’s 
diagnosis: preterm 
rupture of membranes 
and treatment as 
preterm labour  
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22
57
2 
Slow progress 
YES 
Slow progress 
and  
caesarean 
section 
 
Y
E
S
 
    YES: primigravida in 
active labour cervix 
4cm and rupture of 
membranes 4.75hrs 
on admission – 
prescription 4hly pad 
checks; ambulance 
problems 
 when fetal heart 
rate dips to 77bpm; 
discharged on 191204 
ie D1 post operative 
22
58
2 
Fetal distress 
YES 
 
N
ot
 e
nt
er
ed
 
Y
E
S
 
    YES: Very skimpy 
maternal and fetal 
information (yet fetal 
distress) on admission; 
no evidence of fetal 
distress ?? blood 
stained liquor 
22
59
2 
Big baby YES Big baby  
Y
E
S
 
   YES  
22
60
4 
Fetal distress 
YES 
  
Y
E
S
 
    YES: awaiting theatre 
and caesarean section 
3hrs after admission; 
doctor state caesarean 
section for caesarean 
section X 2 but 
diagnosed fetal heart 
rate decelerations; nil 
about elevated blood 
pressure 
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ANNEXURE M 
SUMMARY OF CASES: INFANTS WITH A ONE MINUTE APGAR SCORE OF 
SEVEN OUT OF TEN AND LESS
359 
 
a. Case 22084 
 
• This case was referred for fetal distress but also preterm, according to dates. 
• Case information suggests avoidable factors and unacceptable elements of 
care for example: 
o incorrect assessment of expected date of delivery was made; 
o no mention or treatment indicated for fetal distress; 
o prolonged labour not mentioned; Nil about treatment for pregnancy-induced 
hypertension or maternal keto-acidosis in referral note even though it was 
recorded in the records; 
• Records were incomplete; and 
• Measurements such as mass, head circumference and height of infant 
indicated that it was a full term infant, as all of these were on the 50th
Outcome: A caesarean section for cephalopelvic disproportion.  The one-minute 
Apgar was less than 3 out of 10.  The infant was suctioned and ventilated with a face 
mask and oxygen.  The infant recovered well after resuscitation and was discharged 
on Day 1 after delivery.  The maternal wellbeing was not indicated. 
Interpretation There is a vast difference between the reason for referral namely fetal 
distress and the doctors’ diagnosis of cephalopelvic disproportion.  The midwife’s 
reason for referral was correct as the infant was asphyxiated at birth.  The maternal 
pelvic capacity for delivery was not assessed, but it is unlikely that a well flexed fetus 
would cause cephalopelvic disproportion. 
 
 centile. 
b. Case 22284 
 
• This case was referred for slow progress and a big baby therefore the referral 
was appropriate. 
• The diagnosis of prolonged labour and cephalopelvic disproportion was 
confirmed by the doctor and a decision for caesarean section was made. 
• The wait for labour progress resulted in delayed delivery of the infant by means 
of caesarean section. 
Outcome: A caesarean section for cephalopelvic disproportion.  One-minute Apgar 
was recorded to be less than 6, but more than 3 out of 10.  The infant was suctioned, 
and bag ventilated with oxygen.  The infant was sick, admitted to special care but 
eventually recovered. 
Interpretation: The maternity care interventions at the hospital were questionable, 
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because of the long waiting time at the hospital after a decision for caesarean section 
was made. 
 
c. Case 22291 
 
• This case was referred for fetal distress.  Appropriate maternity care 
interventions were implemented by the midwife at the MOU. 
• No mention is made in the referral about prematurity; 
• No diagnosis was made at the hospital; 
• No interventions were listed by the doctor at the referral hospital. 
Outcome: Infant born by normal vaginal delivery with a one-minute Apgar score of 
less than seven out of 10.  No interventions at the birth of the infant which is 
unacceptable; infant finally well. 
Interpretation: An appropriate referral of fetal distress was made by the midwife at 
the MOU. Evidence of sub optimal maternity is evident although the infant recovered 
well. 
 
d. Case 22433 
 
• This case was referred for slow progress and meconium stained liqour. 
• Relatively good midwifery care was given as 5% intravenous fluids were 
administered 3 hours after ketonuria ++ diagnosed. 
• There was an unacceptable transport delay of 5.75 hours to the hospital; which 
• Contributed to a delay in delivery of the infant by caesarean section. 
Outcome: Maternal and fetal outcome and final diagnosis: caesarean section after 
19.68 hours. The infant had a one-minute Apgar score of 4 - 7 out of 10; infant was 
suctioned and recovered; the mother had a prolonged hospital stay of 6 days 
contrary to current practice in South Africa where patients are discharged on Day 3 
post caesarean section.  The reason for the prolonged stay in hospital is not 
indicated. 
Interpretation: An appropriate referral for slow progress and meconium stained 
liquor was done. 
 
e. Case 22471 
 
• This case was referred for prolonged labour.  No mention was made about the 
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fact that the blood pressure was elevated at the time of referral. 
• A caesarean section was performed 35 hours after referral, with no indication 
for the delay as the pregnancy was at term; 
 
• A blood loss of 600ml indicates post-partum haemorrhage for which no 
management or rationale for no interventions was indicated. 
• No management for the raised blood pressure was listed. 
• Information on fetal outcome was incomplete. 
Outcome: The final diagnosis was caesarean section for pregnancy-induced 
hypertension after 35 hours from the time of referral to the hospital.  The infant had a 
one-minute Apgar score of between 4 and 7 out of 10.  The infant was suctioned, bag 
ventilated with oxygen.  This infant recovered well after resuscitative measures and 
was discharged on Day 1 after birth. 
Interpretation: Referral of this case was appropriate.  Maternity care interventions 
were unacceptable as there was an unexplained waiting time of 35 hours from time 
of decision to do caesarean section, before the caesarean section was done.  
Hypertension in pregnancy is currently one of the top five causes of maternal 
mortality in South Africa. 
 
f. Case 22514 
 
• This case was referred for elevated blood pressure. Aspects of referral were 
omitted suggesting unacceptable management of the woman as follows: 
• There was no evidence of appropriate management of raised blood pressure at 
the hospital; 
• A four hours waiting period for ambulance; 
• No management as per protocol listed for meconium stained liquor; 
• The infant was not suctioned after birth; and 
• The caesarean section was done 13.6 hours after arrival at the hospital. 
Outcome: A caesarean section after fetal distress and thick meconium stained liquor 
were diagnosed.  One-minute Apgar 4 - 7 out of 10; no interventions, especially for 
thick meconium stained liquor at the birth of the infant which is unacceptable; infant 
finally well. 
Interpretation: An appropriate referral was done.  No evidence of infant interventions 
at birth appears to be unacceptable. 
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g. Case 22553 
 
• No mention was made about pregnancy-induced hypertension in the referral 
entry.  Avoidable factors include: 
o No referral at the antenatal clinic was made for gestational assessment by 
scan to exclude post-maturity; 
o No indication of a pelvic assessment or suspicion of a big baby evident 
from the antenatal card, despite a large symphysis fundal measurement of 
45 centimetres at 41 weeks of gestation by dates; 
o Aldomet (antihypertensive) was administered, but no mention was made 
about pregnancy-induced hypertension at the time of referral; 
o Bloods for pregnancy-induced hypertension screen was done much later 
after admission to the hospital; 
o No laboratory results of pregnancy-induced hypertension screen were 
available; 
o The doctor did not make the diagnosis of a big baby or cephalopelvic 
disproportion, despite augmentation of labour, prolonged labour and a 
delay in delivery of the infant by caesarean section; 
o The mother was registered for the prevention of mother-to-child transmission of 
HIV program; and 
o There was no record of Nevirapine administration to either mother or the 
infant. 
Outcome: Caesarean section after a 22.30 hour waiting period.  The infant’s head 
circumference was recorded as 41 centimetres (above the 90th percentile) by a 
midwife and 38.5 centimetres (above the 50th percentile) by a doctor a few hours 
later.  No bulging fontanelles or widened suture was present.  A recording of a “badly 
misshapen” head with facial oedema was made.  The birth weight of 3700 grams and 
the height of 52 centimetres were both at the 50th
Interpretation: The referral was appropriate.  The big baby should have been 
identified by the doctor at the referral hospital.  Evidence of a possible big baby noted 
in the MCR as a symphisus fundal measurement of 45 centimetres was recorded at 
41 weeks gestation by dates.  The reason for not administering Nevirapine to the 
mother and her infant, is unacceptable as vertical transmission of HIV is reduced 
greatly improving the perinatal mortality and morbidity statistics. 
 percentile.  The infant had a one-
minute Apgar score of 4 - 7 out of 10.  Interventions included oropharyngeal 
suctioning and bag ventilation with oxygen.  The infant recovered well after 
resuscitation. 
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h. Case 22582 
 
• This case was referred for fetal distress.  The midwife did not indicate in the 
referral entry what criteria she used to diagnose fetal distress. What was 
evident from the MCR of this case was a baseline fetal tachycardia of 172 
beats per minute.  The standard of care was unacceptable, for the following 
reasons: 
o Little information of the mother and infant was available on admission to 
the hospital. 
• The records suggest that no observations were done on fetal condition despite 
diagnosis of fetal distress; and 
The doctor decided to do a caesarean section. 
Outcome: The infant was born by normal vaginal delivery with a one-minute Apgar of 
3 to 7 out of 10.  The infant Apgar remained less than 7 after resuscitation and was 
admitted to INTENSIVE CARE UNIT.  There was an inability to determine the final 
infant outcome, due to unavailability of infant records. 
Interpretation: Appropriate referral for fetal distress was done.  The fact that the 
woman delivered vaginally after a decision to do a caesarean section is unexplained.  
This may be due to delayed interventions.  Unavailability of infant records is 
questionable. 
 
i. Case 11043 
 
• An appropriate referral for slow progress and a big baby was made.  
Management of the woman at hospital is questionable for the following 
reasons: 
o A caesarean section was done 11 hours after augmentation of labour,  
o Despite a confirmed diagnosis of a big baby and slow progress of labour. 
Outcome: A caesarean section was done for slow progress and a big baby. The 
infant’s one-minute Apgar was less than 6 out of 10.  Oropharyngeal suctioning and 
bag ventilation with oxygen was implemented.  The infant was sick, antibiotics were 
commenced, but recovered well. 
Interpretation: An appropriate referral for slow progress and big baby was made.  It 
is questionable as to why there was an 11 hour delay after augmentation of labour 
and a confirmed doctors’ diagnosis of slow progress of labour and a big baby.  Infant 
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parameters confirmed the antenatal diagnosis of a big baby, with weight and height 
being above the 90th percentile and the head circumference above the 75th
j. Case 11054 
 
percentile. 
 
 
• This case was referred for low haemoglobin.  According to dates, the 
pregnancy duration was less than 36 weeks on admission to the MOU, but no 
mention was made of premature labour on referral.  Maternity care 
interventions were based on the midwife’s reason for referral.  The patient was 
unsure of her dates, but an initial symphysis fundal measurement of 23 
centimetres was plotted above the 90th percentile line (contrary to the practice 
principles that the 50th percentile line should be used if the patient is unsure of 
dates).  Seven weeks later the 2nd symphysis fundal measurement of 29 
centimetres (above the 90th
o No diagnosis made by the doctor on admission to hospital; 
 percentile) was recorded.  Standard of care 
discrepancies exist due to: 
o No indication for artificial rupture of membranes; and 
o No intervention recorded for the low Apgar score of infant. 
Outcome: An appropriate referral for low haemoglobin was made.  The infant was 
born by normal vaginal delivery and had a one-minute Apgar 3 to 7 out of 10.  No 
infant interventions for low one-minute Apgar score were recorded. The infant 
recovered well. 
Interpretation: An appropriate referral for low haemoglobin was done. The fact that 
no infant interventions for the low one-minute Apgar score were recorded is 
unacceptable.  The infant’s height was 42 centimetres, head circumference 30 
centimetres and the weight 2320 grams.  No gestational ageing was done and the 
infant was discharged 8 hours after birth.  The researcher is unable to meaningfully 
interpret the infant measurements, but it appears as if a discrepancy existed between 
the infant’s weight versus its height and head circumference. 
 
k. Case 11063 
 
• This case was referred for fetal distress. 
• The midwife intervened actively, but failed to administer oxygen to the mother.  
Care provided at the hospital become questionable when: 
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o The doctor make a diagnosis of fetal distress and meconium stained 
liquor and a big infant was diagnosed by midwife; 
o Not all protocols were followed to manage fetal distress; 
o Oxygen administration to the mother was omitted. 
o The infant was delivered by caesarean section 38 hours after diagnosis of 
fetal distress; and 
o Not all information was recorded for example the time of spontaneous 
rupture of membranes as well as the duration of rupture of membranes. 
Outcome: A caesarean section was performed after 38 hours.  The infant had a one-
minute Apgar 3 to 7 out of 10.  Oropharyngeal suctioning, bag ventilated with oxygen.  
The infant was admitted to special care.  Intravenous infusion, blood transfusion, 
mechanical ventilation and antibiotics were commenced.  The conditions of both 
mother and infant were not well eventually. 
Interpretation: An appropriate referral for fetal distress was made.  The fact that 
caesarean section was conducted 38 hours after a confirmed diagnosis of fetal 
distress is questionable. 
 
l. Case 11074 
 
• This case was referred for fetal distress and meconium stained liquor. 
• The midwife’s diagnosis of fetal distress was apparently based on the evidence 
of meconium stained liquor. 
• No cardiotocograph tracing from the MOU was available. 
• The fetal heart rate recorded was in normal range. 
• From a cardiotocograph tracing at the hospital the doctor recorded late fetal 
decelerations, but did not make a diagnosis of fetal distress. 
• Labour was augmented and it was stated that the patient should be 
reassessed. 
• No notes were recorded for reassessment. 
• The patient delivered normally vaginally 33 hours after augmentation of labour 
was commenced. 
Outcome: An appropriate referral for fetal distress and meconium stained liquor was 
made. The infant was born by normal vaginal delivery.  The one-minute Apgar was 
less than 3 out of 10.  The infant was admitted to neonatanl intensive care and 
placed on mechanical ventilation.  Both mother and infant were not well initially, but 
both recovered well. 
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Interpretation: An appropriate referral for fetal distress and meconium stained liquor 
was made.  The quality of maternity care interventions is questionable in the light of 
evidence of fetal distress and meconium stained liquor.  The infant was born after an 
unacceptably long delay of 33 hours after the commencement of augmentation of 
labour. 
 
m. Case 11161 
 
• A referral was made for breech presentation. 
• Incorrect diagnosis was made by the midwife as a face presentation was 
diagnosed. 
• The care at the hospital was questionable for the following reasons: 
o A decision was made to deliver the infant by caesarean section for face 
presentation and cephalopelvic disproportion, yet labour was also 
augmented; 
o A caesarean section was conducted 11 hours and 22 minutes after the 
decision to do a caesarean section was made –  no indication for the 
delay was recorded; 
o Records regarding care of the neonate were incomplete. 
Outcome: Infant was born with one-minute Apgar score of 3 out of 10 and a five 
minute Apgar of 7out of 10.  No infant interventions were recorded relating to the low 
Apgar scores.  The infant had a long hospital stay due to illness.  It received headbox 
oxygen, antibiotics and was tube-fed initially as it was unable to suck due to illness. 
Interpretation: An appropriate referral was made.  No infant interventions were 
recorded relating to the low Apgar scores, which reflect unacceptable care relating to 
questionable care of this case indicated. 
 
n. Case 11174 
 
• This case was referred for premature rupture of membranes and premature 
labour. 
• The patient arrived at hospital 11 hours 20 minutes after referral was initiated. 
• No record of internal examination or contractions of labour were recorded, but 
diagnosis of premature labour made. 
• Ipradol loading dose was commenced at the MOU to suppress labour. 
• Lung maturation therapy was given and labour augmented at hospital. 
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• Prolonged rupture of membranes for 151 hours. 
• The mother was commenced on prophylactic antibiotics. 
• Birth weight of the infant not entered. 
• Diagnosis of premature labour made. 
• Questionable need for episiotomy with small infant at pre-term labour. 
Outcome: The infant was born by normal vaginal delivery.  The one-minute Apgar 
score was 3 - 7 out of 10.  The infant was put on antibiotics for 6 days.  Drugs for 
respiratory support were administered. 
Interpretation: An appropriate referral was made for premature rupture of 
membranes and premature labour.  Standard of care appeared acceptable 
(compared to other cases), except for a long delay from time of referral until arrival at 
the hospital, as well as the extremely prolonged rupture of membranes. 
 
o. Case 11241 
 
• An appropriate referral made for breech presentation. 
• Acceptable care provided by midwives at the MOU. 
• Incorrect diagnosis of a breech presentation was made by the midwife. 
Outcome: The infant was born by normal vaginal delivery and had a one-minute 
Apgar of less than 7 out of 10.  No interventions were recorded for the infant at birth, 
despite the low Apgar.  The infant apparently recovered well as it was discharged on 
Day 1. 
Interpretation: An inappropriate referral was made based on an incorrect diagnosis 
by the midwife at the MOU.  No recording of any interventions for the infant with a 
low Apgar is unacceptable. 
 
p. Case 11129 
 
• This case was referred for meconium stained liqour and prolonged rupture of 
membranes. 
• Unacceptable standard of care provided at both the MOU and the hospital. 
• Primigravida discharged by MOU staff with a cervical dilatation of 2cm stating 
patient not in labour. 
• No assessment during antenatal period concerning adequacy of the pelvis. 
• Maternal height of 145cm and size 1 shoe size suggests possible pelvic 
inadequacy pelvis. 
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• Readmitted more than 24 hours later in active labour with a cervical dilatation 
of 4 centimetres. 
• Referred to hospital when her cervix remained 4cm dilated for 8 hours. 
• At the hospital she was reassessed and her cervix found to be 3cm dilated 
remaining at 3 centimetres dilatation for 6 hours. 
• A cardiotocograph tracing was done and labour augmented. 
• Labour duration was incorrectly recorded as 21 hours 10 minutes. 
• If the duration of labour is calculated since the 2nd admission to MOU, 
assuming that she was not in true labour on fist admission, the labour duration 
would be 72 hours. 
Outcome: Normal vaginal delivery of a 3000g infant with one-minute Apgar score of 
3 out of 10.  The infant was admitted to the neonatal intensive care unit; mechanically 
ventilated, developed hypoxic ischaemic encephalopathy and died two days later. 
Interpretation: An appropriate referral was made.  Antenatal as well as labour 
management was regarded as unacceptable and of poor quality.  With the data at 
hand, both midwives at the MOU as well as doctors should have anticipated and 
diagnosed possible cephalopelvic disproportion with data at hand.  As a primigravida 
presenting at the MOU repeatedly as being in labour with obvious poor progress of 
labour, this case should have been referred for doctor’s intervention much earlier. 
 
q. Case 11351 
 
• This case was referred for prolonged labour.  Labour records reflect poor 
standard of care in terms of: 
o Transport to hospital which was delayed for 8 hours; 
o The patient was seen by a doctor 1½ hours after admission; 
o No diagnosis was made by the doctor and labour was allowed to progress 
despite a diagnosis of prolonged labour made by the midwife; 
o Offensive liquor was diagnosed at birth, but no signs and symptoms of 
infection in the mother was recorded; 
o Client records were incomplete. 
Outcome: The infant had a one-minute Apgar score of 4 out of 10.  No records are 
available to reflect resuscitation interventions for the infant. 
Interpretation: An appropriate referral was made for prolonged labour.  An 
unacceptably long transport delay was experienced before admission to the hospital.  
No prophylactic antibiotics were given to the infant despite evidence of offensive 
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liqour recorded in the infant’s records. 
 
r. Case 22311 
 
• This case was referred for no fetal heart heard and no fetal movements felt. 
• Unbooked, gravida 3 para 3; preterm gestation. 
• No maternal observations were done at the MOU. 
• The doctor diagnosed intrauterine death and pregnancy-induced hypertension 
with imminent eclampsia. 
• Signs of imminent eclampsia included blurred vision, epigastric pain, 
proteinuria+++ and elevated blood pressure. 
Outcome: Caesarean section for imminent eclampsia with intrauterine death. 
Interpretation: Appropriate referral for no fetal heart heard and no fetal movements 
felt.  No maternal observations were done at the MOU while imminent eclampsia was 
diagnosed later.  Substandard care at the MOU was indicated. 
370 
 
ANNEXURE N 
PROPOSED MATERNITY REFERRAL FORMAT 
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REFERRAL FORMAT 
 
Referring MOU: ……………………………………………………………………….. 
Referring Hospital: ……………………………………………………………………. 
Identifying information of patient: 
Name: 
…………………………………………………………………………………………. 
Address: 
…………………………………………………………………………………............ 
…………………………………………………………………………………………. 
…………………………………………………………………………………………. 
 
Age/Date of Birth/ID number: 
……………………………….…………………………………………………………(Place 
patient sticker here if available) 
 
 
 
Name and contact telephone number(s) of significant other: 
…………………………………………………………………………………………. 
Circle relationship to patient: Spouse/Partner/Parent/Friend/Neighbour 
Summary of assessment findings and progress of labour: 
………………………………………………………………………………..……….. 
…………………………………………………………………………………………. 
…………………………………………………………………………………………. 
…………………………………………………………………………………………. 
…………………………………………………………………………………………. 
Treatment initiated: 
………………………………………………………………………………..………... 
…………………………………………………………………………………………. 
…………………………………………………………………………………………. 
Reason(s) for referral: 
………………………………………………………………………………………… 
………………………………………………………………………………………… 
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ANNEXURE 0: SUMMARY OF MAIN ASPECTS MAIN AS BASIS FOR 
GUIDELINES 
373 
 
SUMMARY OF MAIN ASPECTS MAIN AS BASIS FOR GUIDELINES 
 
Management has the responsibility to ensure: 
• provisioning of adequate human and material resources at all maternity care 
facilities; 
• support structures and in-service education facilitates for midwives at MOUs; 
• protocols to guide midwives in patient care, assessment and when to refer, the 
woman in labour; 
• unified record system; and 
• in-service education with regard to patient care and patient referral. 
 
Midwives at MOUs are responsible for treating women in labour with the necessary 
respect and dignity, enabling and allowing women to be involved in their own care as 
far as possible (Department of Health, 2003:1).  These midwives should care for 
women in labour according to the Department of Health protocols, the SANC acts, 
regulations, and directives.  As mentioned earlier, midwives should also take 
cognisance of the Batho Pele principles and the Patients’ Rights charter when 
providing care (Department of Health, 2002b; SANC, 1990a: R2488).  Definite 
indications for referral and protocols for management of common causes of maternal 
and fetal neonatal morbidity and mortality in South Africa have been identified 
(Department of Health, 2002a).  Therefore midwives at MOUs should observe and 
adhere to existing functional protocols and guidelines that will facilitate the referral 
process aimed at reducing or eliminating morbidity and mortality. 
 
Maternity care providers at the referral hospital should be skilled and 
knowledgeable in the management of parturient women who develop complications 
and are referred from MOUs to the referral hospital (Department of Health, 2002a; 
SANC, 1990a: R2488).  As discussed in the chapter reporting the qualitative 
research findings, poor communication by health care providers at the referral 
hospital became eminant.  The researcher remains mindful of the fact that maternity 
care providers at the referral hospital, as well as those at the ambulance services 
department, may have provided a different perspective on the issue of 
communication between different levels of maternity care.  All maternity care team 
members should strive to achieve respectful professional and personal 
communication when communicating about the patient as well as with the patient.  
Aspects of communication in this regard include: 
• communication between midwives at MOUs and midwives and doctors at the 
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referral hospital. 
• communication between midwives at MOUs and the ambulance services 
department. 
In instances where no means of communication or unacceptable means exists, the 
challenge for the District Health authorities is to establish these as soon as possible. 
 
Aspects related to referral of women in labour, include criteria for referral of women 
in labour, communication structures, the process of referral and establishing referral 
routes.  These main aspects are aimed at the fact that referral: 
• must be done at the earliest possible time; 
• must be supported by accurate, legible and complete information describing the 
woman’s health needs; 
• the referral hospital must provide feedback to the referring MOU;  
• the process of referral must be familiar to all involved; 
• indications for referral must be adhered to; and 
• specific criteria for referral must be followed. 
 
The fourth and last main aspect of inter-level health service referral of women in 
labour entails the transportation of women in labour.  With regard to maternity 
transport, it is suggested that: 
• ambulances should be appropriately equipped with human and material 
resources inclusive of transport incubators and equipment for maternal and 
infant resuscitation; 
• ambulance services staff must be appropriately educated in the management of 
maternity obstetric emergencies; and 
• ambulance response time should occur as indicated by the NCCEMD 
(Moodley, 2006: 20).  Transport personnel should be skilled and knowledgeable 
to manage intrapartum women with complications en route to the referral 
hospital.  These personnel should therefore be educated and regularly updated 
to deal with maternity/obstetric emergencies. 
 
 
